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Abstract 
Background: In Timor-Leste the maternal mortality ratio (MMR) is one of the 
highest in Southeast Asia, in some districts only 15-25% of women birth in a facility with 
a skilled birth attendant (SBA). Care from SBA is the international benchmark for quality 
maternity care. Purpose: Determine the barriers and enablers to women's access to 
services during childbearing in Timor-Leste, including women’s expectations and needs. 
Methodology: Qualitative research using focused ethnography, data collection methods 
included semi-structured interviews, focus groups and participant observation. 
Seventeen stakeholders and thirty women from three districts in Timor-Leste 
participated. Thematic analysis and coding of data with triangulation of the findings 
between separate participant groups. Results: Barriers to woman’s access to SBA 
include poor roads, lack of transport, costs associated with accessing SBA, lack of 
availability and poor quality services. Lack of privacy, multiple care-givers and poor 
interpersonal communication from SBA were also noted. Stakeholders emphasise health 
promotion and antenatal care to counteract the influence of traditional beliefs and 
promote demand for SBA. Many women demonstrate their agency in health seeking 
behaviours and choices for care during pregnancy and childbirth. Discussion: Women 
understand that pregnancy and childbirth poses potential risks to their health. Rural 
women, women from low socio-economic and other marginalised groups have less 
access to services. Perceptions of poor quality services also reduce women’s demand. 
Conclusion: Barriers and enablers to woman’s access to services are identified using an 
amended AAAQ framework introducing the domain of Antecedents in addition to 
domains of Access, Availability, Acceptability and Quality (AAAQA). Further expenditure 
on health service infrastructure, staff training and community outreach will improve 
access and quality SBA. Culturally safe SBA services may also improve the uptake of 
SBA service in Timor-Leste. Key words: Timor-Leste, Skilled birth attendance, cultural 
safety, women’s agency, quality maternity care.  
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1 Chapter One: Introduction  
The question should not be why do women not accept the service that 
we offer, but why do we not offer the service that women will accept. 
My long years of practice in underprivileged communities have always 
impressed me with the ability of poor illiterate women to cope and to 
make sound decisions for themselves and their families (Fathalla, 
1998, p vii). 
1.1 Chapter overview  
This chapter provides an overview of the thesis structure including the 
background and rationale for the research in addition to the social, political and economic 
context of the research setting, which is in Timor-Leste. The research question is 
identified in addition to the key objectives and the methods that were used to undertake 
this qualitative focused ethnographic study. In this research project, the overarching 
objective of this study is the exploration of the barriers and enablers to women’s use of 
services during childbirth in Timor-Leste.  
1.2 Background 
Quality in maternity care is measured through the maternal mortality ratio (MMR) 
in both developing and developed countries (Tracy & Hartz, 2015). The maternal 
mortality rate (MMR) is the annual number of female deaths per 100,000 live births from 
any direct cause related to, or aggravated by pregnancy or its management (excluding 
accidental or incidental causes). This includes “deaths during pregnancy, childbirth, or 
within 42 days of termination of pregnancy, irrespective of the duration and site of the 
pregnancy, for a specified year“(Tracy & Hartz, 2015; p.1083). It was estimated that in 
2015, approximately 300,000 women died during and following pregnancy and childbirth 
globally. Almost all of these deaths occurred in low-resource settings (World Health 
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Organisation [WHO], 2016a). The major complications that account for nearly 75% of all 
maternal deaths include: 
 severe bleeding (mostly bleeding after childbirth); 
 infections (usually after childbirth); 
 high blood pressure during pregnancy (pre-eclampsia and eclampsia); 
 complications from delivery; 
 unsafe abortion (Khan, Wojdyla, Gülmezoglu, & Van Look, 2006; Songane, 2013; 
WHO, 2016a). 
Most of these complications develop during pregnancy and the majority are preventable 
or treatable (Khan et al., 2006). Reduction of the global MMR is a Millennium 
Development Goal (MDG 5) and a Sustainable Development Goal SDG (SDG 3) (Gresh 
et al., 2016). International best practice for the reduction of the MMR advocates that 
women birth with the support of a skilled birth attendant (SBA). A SBA is most commonly 
a midwife or a doctor or nurse trained in midwifery skills (WHO, 2004).  
1.3 Rationale for the research question 
Current estimates of the maternal mortality ratio (MMR) in Timor-Leste vary. The 
Timorese Maternal Mortality Estimation Inter-Agency Group (MMEIG) claim an MMR of 
215 deaths per 100,000 live births whilst the official United Nations Population Fund 
(UNPA) estimate (taken from the 2015 census data in Timor-Leste), is 426 deaths per 
100,000 live births (Democratic Republic of Timor-Leste [DRTL], 2016; UNFPA, 2018).  
Whichever of these rates are used, the MMR is still amongst the highest in South 
East Asia. Use of a SBA for birthing is deemed to be the most important strategy to 
reduce the MMR (WHO, 2004). Data from the Timor-Leste 2009-2010 Demographic 
Health Survey indicated that 30% of women birth with the support of a SBA (National 
Statistics Directorate (NSD) [Timor-Leste], Ministry of Finance [Timor-Leste], and ICF 
Macro (2010). Based on more recent census data it is claimed that these statistics have 
increased overall with over half (57%) of women birthing with a SBA, with 48% of these 
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births occurring in a healthcare facility (General Directorate of Statistics (GDS), Ministry 
of Health and ICF, 2018). These statistics vary considerably across Timor-Leste where in 
some districts only 15-25% of women are birthing with SBAs (GDS, 2018).  
The causes of maternal death in Timor-Leste are similar to those in other 
developing countries. These are bleeding, infection and pre-eclampsia (Khan et al., 
2006). A community survey of 800 women conducted in Aileu, Timor-Leste in 2002, 
found that postpartum haemorrhage and retained placenta were the most common 
causes of maternal death (Livermore 2002). Another facility-based assessment in 2004 
in four districts in Timor-Leste, found that retained placenta, breech presentation and 
incomplete miscarriage were the most common obstetric complications (Wild, 2009). 
Retained placenta is a common precursor to post-partum haemorrhage (Livermore, 
2002). 
There are a number of contributing factors to this relatively high MMR. The 
literature outlines the details of the significant structural impediments facing women and 
their families when they attempt to access healthcare services in Timor-Leste. These 
include the rugged geography of Timor-Leste, whereby women’s access is hindered by 
mountainous terrain, insufficient and poor roads, lack of transport and extreme poverty 
(Ministry of Health [MoH], 2016; Price et al., 2016). In addition, research and reports of 
healthcare delivery in Timor-Leste reflect concerns expressed by both the authors and 
Timorese participants about the poor quality of health services (Price et al., 2016; World 
Bank and OPM, 2015; Zwi, Botfield & Gomes, 2015). This includes a lack of staff, 
facilities, resources and training of heath care professionals including lack of training in 
emergency obstetric and newborn care (Buchan & Weller, 2012; MoH, 2016; Price et al., 
2016; Smitz et al., 2016; World Bank and OPM, 2015; Zwi et al., 2015). Poor quality 
services has a tendency to contribute to women’s lack of confidence in the services 
provided. (Health Alliance International [HAI], 2008; 2016; Price et al., 2016; Wild, 2009; 
Zwi et al., 2015; Zwi et al., 2009). 
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This research project focuses on the social, cultural and practical contexts of 
women’s access to SBA care, with data collected from the women in addition to key 
informants (stakeholders) involved in the provision of skilled birth attendance (SBA) in 
Timor-Leste. Starting points to understanding include the following contexts: 
(a) In Timor-Leste, women commonly have a subordinate status and are not well 
represented in public discourses; 
(b) Traditional ontological and social beliefs and practices permeate their 
everyday lives (Hicks, 2004), in particular, their relationships with their 
husbands and families (O’Keefe, 2017; Wigglesworth, 2013b; Wigglesworth, 
Niner, Dharmalingram, dos Santos, & Tilman, 2015); 
(c) Women’s experiences and expectations of maternity care are not commonly 
sought (Ahmed & Jakaria, 2009; Jordon, 1990; Wild, Barclay, Kelly, & Martins, 
2010).  
The values underlining this research project acknowledge that women’s voices 
need to be heard (Barclay, Gao, Homer & Wild, 2012). There are benefits for women and 
communities if they are engaged in discussion about models of care that are preferable 
to them (Commission for Social Determinants of Health [CSDOH], 2008; Dawson, 2010; 
Jones, Lattof, & Coast, 2017; Miller & Smith, 2017; Rosato et al., 2008; WHO, 2015; 
2012). Canvassing women’s opinions and encouraging women to provide an 
understanding of their needs for maternal healthcare also comply with the Millennium 
(MDGs) and Sustainable (SDGs) development goals to improve maternal health, reduce 
gender inequity, enhance community engagement and strengthen civil society (Langford, 
2015; Yamin & Frisanchao, 2015). The literature review conducted demonstrates that 
there is no research published which specifically addresses the barriers and enablers to 
women’s use of services during pregnancy and childbirth in Timor-Leste. A qualitative 
study examining the barriers and enablers to the use of maternity services can 
encompass both social and cultural perspectives (Jones et al, 2017; Kitzinger, 2005). 
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The findings from this examination will contribute to future policy and practice in the 
provision of maternity care in Timor-Leste.  
This research also complies with Timor-Leste’s health national research priorities, 
in that Safe Motherhood and access and use of health services are identified as key 
priority areas of health research (Deen et al., 2013). In addition, the 2013 World Health 
Report advocates that all countries engage in health research as any improvements in 
health coverage require local answers to inform national health priorities and policy 
(Hanney & Gonzalez-Block, 2013). The contribution of this thesis lies in the consideration 
and review of the multiple contexts of women’s access and use of SBA care. This 
includes the application of a modified AAAQ framework, which introduces an additional 
domain, called the Antecedents to complement the existing domains of Access, 
Availability, Acceptability and Quality used to frame the critical barriers and enablers; as 
identified through this empirical study of women’s access to maternity services and 
skilled birth attendance (SBA), in Timor-Leste.   
1.4 Overview of the research design 
This is a qualitative, descriptive, focused ethnography research design (Creswell, 
2014; Glesne, 2016). The key research question was; what are the barriers and enablers 
to women’s use of services during childbearing in Timor-Leste? Three districts were 
selected for the research project. These included the capital district of Dili and the 
districts of Viqueque to the southeast and Ainaro directly south of Dili (see Figure 1).  
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Figure 1. Map of administrative districts of Timor-Leste. From maps of the world. 
The research objectives were developed to provide an overview of the multiple 
political, social and cultural contexts influencing women’s access to SBA, both from the 
perspectives of the women requiring care and stakeholders engaged in the provision of 
maternity care. There are three main research objectives:  
1. To examine current national policy approaches and how they are enacted in 
Timor-Leste from the point of view of key stakeholders; 
2. To explore the proximate circumstances surrounding choice and decision-making 
about care by mothers and their families during pregnancy and childbirth; 
3. To identify women’s expectation and experiences for care during pregnancy and 
childbirth. 
Data were collected from two sub-groups; that is women living in the community 
and stakeholders. This research used semi-structured interviews, focus groups, 
participant observation, field notes and a small demographic survey as the data 
collection methods in this research design. 
7 
 
1.5 Context of the research 
Timor-Leste is known by various names; East Timor, Timor-Leste (leste is 
Portuguese for east), and Timor Lorosea, (Lorosea is Tetum for ‘rising sun’). The names 
reflect successive episodes of colonisation, occupation and emerging national identity 
(Molnar, 2010). Since Independence in 2002, the country has adopted the name of 
Timor-Leste. When discussing the earlier history, the term East Timor is used. When 
discussing contemporary events following Independence, the term Timor-Leste is used 
throughout the thesis.  
At the last census, the total population of Timor-Leste was 1,183,643 (DRTL, 
2016). Life expectancy at birth is 68 years for men and 70 years for women (UNICEF, 
2016). Gross Domestic Product (GDP) in Timor-Leste is ranked at 167 out of 196 
countries (country economy.com). The context of Timor-Leste is briefly outlined in terms 
of the geography, history of early settlements and the ethnic and linguistic components of 
the Timorese people. More details cover the recent political history, religion and national 
economy of Timor-Leste (Conway, 2010; Molnar, 2010; Nicol, 2002).  
1.5.1 Timor-Leste geography 
The island of Timor is part of the Malay Archipelago. It is the largest and 
easternmost of the Lesser Sunda Islands (see Figure 2). Timor-Leste is the eastern half 
of Timor island comprising 14,874 square kilometres and 706 km of coastline 
(Encyclopaedia Britannica, 2018).  
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Figure 2. Timor-Leste location. Encyclopaedia Britannica, 2018. 
Timor has a tropical climate, with distinct wet and dry seasons. The interior of 
East Timor is very rugged and mountainous and this contributes to the relative 
remoteness of many hamlets and villages (Kaiser et al., 2011). Timor is at the centre of 
considerable tectonic plate activity and experiences frequent tremors and earthquakes 
leading to rock and landslides and significant subsidence (Ely et al., 2011). Furthermore, 
heavy rains also cause landslides, flooding and difficult mud conditions during the 
monsoonal season, which lasts from December to June (Molnar, 2010). The geography 
and weather conditions make road building and maintenance difficult; transport and 
travel during the wet season is highly problematic (Hicks, 2007). Loaded trucks and four-
wheel drive vehicles, churn up the mud and this results in bogged vehicles obstructing 
other traffic (see Figure 3). Approximately 70% of people live in rural areas of Timor-
Leste (NSD, 2010) and face serious difficulties when they travel. Therefore, the poor 
condition of roads restrict people’s movement and access to services, facilities and 
economic opportunities such as vegetable and livestock markets (Hicks, 2007).  
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Figure 3. Viqueque district. Main road conditions. Photo taken by author. 
In addition, the main arterial roads between administrative centres are often the 
only roads that can accommodate larger vehicles (Hicks, 2007). Smaller tributary roads 
are often tracks, which are only suitable for motor bikes or pedestrian traffic. Public 
transport is therefore unreliable and usually limited to the main roads; many people walk 
long distances to access services (NSD, 2010).  
1.5.2 Early settlement of East Timor 
Since initial settlement by hunter-gatherer groups estimated in 44,600 BP 
(Hawkins et al., 2017), multiple waves of settlement contributed to considerable linguistic 
and cultural diversity in Timor-Leste. There are at least 30 ethnic or tribal groups and 
approximately 37 different dialects in Timor-Leste (Molnar, 2010). Figure 4 outlines the 
districts where these languages are spoken in Timor-Leste. The most widely spoken 
language in Timor-Leste is Tetum, the language of the Belunese. This has been the 
lingua franca, (the language systematically used to bridge communication between all 
groups) since the second half of the nineteenth century (Molnar, 2010). However, 
Portuguese is the official language of Timor-Leste. The constitution is written in 
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Portuguese and all official government and legal activity is conducted in Portuguese 
(Molnar, 2010).   
 
Figure 4. Language map of Timor-Leste (Wikipedia) 
1.5.3 History and overview of recent events 
Since the sixteenth century, Timor was attractive to European explorers and 
settlers because of its high quality sandalwood and its proximity to the Spice Islands. 
Portuguese Dominican monks established a presence on Timor in 1556 and a 
Portuguese governor was appointed in 1702 (Molnar, 2010; Nicol, 2002). Dili was settled 
by the Portuguese in 1520 and became the capital in 1769 (Molnar, 2010). Portugal 
maintained its colonial rule until 1975 (Nicol, 2002). Japan briefly occupied the island 
during World War 11 and fought an Australian, Dutch and East Timorese led resistance 
during this time. At the end of the war, East Timor was handed back to Portugal, who 
had remained neutral during the war (Molnar, 2010).  
In 1974, the long-time Portuguese dictator Marcello Caetano, was overthrown in 
a bloodless coup known as the Carnation revolution (Nicol, 2002). The new Portuguese 
government began a withdrawal from East Timor. In November 1974, preparations 
began for democratic elections to a Constituent Assembly by 1976 (Martinikus, 2001). 
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During this time of transition to democratic election, tensions and violent conflict 
developed between rival factions in East Timor (Wigglesworth, 2013a). Eventually, the 
pro-Independence party FRETLIN (Frente Revolutionaria de East Timor Independente), 
claimed the majority of popular support. Then on November 28th, 1975 FRETLIN 
declared ‘The Democratic Republic of East Timor’, or ‘República Democrática de Timor-
Leste‘(Nicol, 2002). Ten days later, on December 7th, 1975 Indonesia launched a land 
and air assault and invasion and subsequently annexed East Timor known as ‘Timor 
Timur’ the 27th Province of Indonesia (Martinikus, 2001). 
Widespread Timorese guerrilla resistance, organised under the Armed Forces of 
National Liberation of East Timor (Falinti: the armed wing of Fretlin), was immediately 
galvanised following the Indonesian invasion. The resistance included civilian support to 
provide supply lines and communication between the resistance leaders and national 
and international supporters (Martinikus, 2001). This Timorese resistance led to 
Indonesian retaliation on resistance fighters and civilians (Conway, 2010). Including 
mass displacement, internment, detention, starvation, torture and rape (Martinikus, 
2001). Estimates vary, however overall human rights organisations suggest that over 
200,000 Timorese died from war, famine and other untimely conflict-related deaths 
during this period (United Nations Educational, Scientific and Cultural Organisation 
[UNESCO], 2009). There were also many unaccounted for disappearances and 
displaced persons into West Timor (Molnar, 2010).  
Resistance to the Indonesian occupation united the Timorese and helped develop 
a stronger Timorese national unity (Wigglesworth, 2013a). This was because the 
Indonesian programs of displacement and internment forced Timorese away from their 
local villages and into a broader Timorese milieu (Conway, 2010). In addition, many 
youth, student and women’s groups were politicised and active in helping the resistance, 
in communication with the outside world and raising awareness in communities and 
villages (Conway, 2010). Consequently, the combined movements of the displacement 
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and politicisation of many Timorese broke down some traditional rivalries and attitudes 
between Timorese communities (Conway, 2010).  
In July 1999 Indonesia bowed to growing international pressure and facilitated a 
referendum vote. Timorese had the choice to either vote for more autonomy or complete 
independence from Indonesia (Molnar, 2010). Over 75% of Timorese voted for an 
independent Timor-Leste. In the month following the referendum, violent reprisals led by 
Indonesian backed militia groups and the Indonesian army caused the destruction of up 
to 70% of Timor-Leste’s infrastructure and forced up to 500,000 Timorese from their 
homes (Martinikus, 2001;United Nations, 2008). This included the destruction of roads, 
bridges, telecommunications, electricity lines, water storage, hospitals, schools, other 
government buildings and private homes (The World Bank, 2013). (See Figure 5 as an 
example). In addition, an estimated 2,000 Timorese were massacred, hundreds of 
women and girls raped and one third of the population were displaced into Indonesian 
West Timor (Martinikus, 2001; Molnar, 2010; Nicol, 2002).  
 
Figure 5. Burnt out building remnant. Picture taken by author. 
On September 15, 1999 the United Nations authorised the establishment of a 
multinational force to intervene and establish peace and security, this force was called 
International Forces East Timor (INTERFET). This multinational force would also support 
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the United Nations Mission in East Timor, and facilitate humanitarian assistance 
(INTERFET, 2000). The peacekeeping force (INTERFET) arrived one month after the 
referendum in September 1999 helping to stabilise the country, and provide humanitarian 
aid (INTERFET, 2000). In February, 2000, INTERFET formerly handed over its 
responsibilities to the interim civil administration of East Timor, the United Nations 
Administration in East Timor (UNTAET) (Martinikus, 2001). On May 20, 2002 the 
Democratic Republic of East Timor was recognised as a sovereign state (NSD, 2010). 
Kay Rala Xanana Gusmão became the first president, and Mari Alkatiri the Prime 
Minister (Molnar, 2010; NSD, 2010). The United Nations maintained peacekeeping 
missions until May 2005 (United Nations, 2008). In May 2006 at the invitation of Timor-
Leste’s President, the UN peacekeeping forces returned. Eventually, the UN completely 
withdrew in December 2012 (United Nations, 2012). 
Timor-Leste is classified as a fragile and conflict affected state. This means the 
government has limited institutional capacity for governance and reduced capacity to 
provide infrastructure (roads, power and telecommunications) and other services such as 
education and healthcare (AusAID, 2011; Newbrander, Waldman, & Shepherd-Banigan, 
2011). These conditions impact upon maternal and neonatal health (Gopalan, Das & 
Howard, 2017). The government of Timor-Leste continues to work with donor agencies 
and other NGOs to provide essential services, including healthcare.  
The administrative districts of Timor-Leste remain based upon the boundaries 
initially established by Portugal. These 13 administrative districts of Timor-Leste are 
divided into 67 sub districts and the smallest unit is the village or suco (Government of 
Timor-Leste, 2016). The chief or head of the suco (xefe de suco) usually came from the 
traditional liurai families (aristocratic families). About two thirds of Timorese live in rural 
areas (GSD, 2018), where they may live in hamlets that can be relatively isolated from 
other housing. The suku is made up of a varying number of hamlets, which have 
dispersed settlements comprising up to a dozen houses known as knuas or hamlets set 
apart from their neighbours (Hicks, 2004).  
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1.5.4 Religion 
Most Timorese are Roman Catholic Christians (98%), with a small number of 
Muslim and Protestant Christian communities (NSD, 2010). The Catholic Church is a 
prominent institution and is influential in shaping public opinion in Timor-Leste (Richards, 
2015; Wallace, 2014). During the Indonesian occupation, the Catholic Church defended 
the Timorese, providing aid and refuge and released information about Indonesian 
atrocities outside of East Timor. At this time, many Timorese converted to Catholicism 
(Molnar, 2010).  
The Catholic Church is a modern patriarchal institution. Conservative elements of 
the Church endorse and promote Timorese women’s domestic roles as mother and 
homemaker (Niner, 2011; Richards, 2010b). In many ways, the patriarchal structure of 
indigenous Timorese society aligns with the patriarchal, hierarchical organisation and 
philosophies of the Catholic Church. The church is an influential contributor to debate 
about sexual health and women’s reproductive health rights (Charlesworth & Wood, 
2002; Niner, 2011; Richards, 2015; Rimmer, 2007; Wild, 2009). This is discussed in 
more detail in Chapter Two. 
The Timorese mix their Catholic (or Christian) religion with other traditional 
animistic beliefs. Animism is the religious belief that all animals, plants and sites can 
potentially have spirits, and/or that spirits can inhabit these places and things (Hicks, 
2004). The ancestors are the repository of the life force and feature strongly in Timorese 
cosmology (Hicks, 2004). This is typical of traditional societies in the East Indies region 
(Fox, 1980; Hicks, 2004). These traditional beliefs influence women’s behaviour during 
pregnancy and following childbirth and are discussed in more detail in Chapter Two. 
1.5.5 The Portuguese language in Timor-Leste  
As previously mentioned, Tetum is the most prevalent indigenous language but 
historically the language was poorly developed as a written language. The Constitution of 
Timor-Leste and all government and legal undertakings are written and conducted in 
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Portuguese, although only a small percentage of Timorese (10%) speak this language 
(Molnar, 2010). During the 450 years of colonisation, the Portuguese married into elite 
Timorese families promoting and maintaining a system of social and economic hierarchy 
(Drysdale, 2008). The Catholic Church provided education, in Portuguese to a small 
percentage of privileged Timorese and the children from combined Portuguese and 
Timorese families (Butcher, 2015). Molnar (2010) suggests that the choice of Portuguese 
as the official language was taken in part to strengthen the power of the Portuguese 
Timorese political elite, excluding non-Portuguese speaking Timorese (who are the 
majority) from political representative processes. The reality is that many Timorese do 
not speak Portuguese and as a result are therefore restricted in their employment and 
engagement in political and legal forums (Molnar, 2010).  
For many Timorese, the lack of Portuguese language skills diminishes their 
opportunities for advancement, autonomy and self-determination. In addition, this limits 
their capacity to pursue their legal rights and rights of redress where knowledge of the 
Portuguese language is essential (Molnar, 2010). This situation will improve for Timorese 
children now attending school because currently, all educational curricula are delivered 
in a combination of both Portuguese and Tetum (Lucasa, Cabrita, & Ferreiraa, 2015; 
Molnar, 2010). Primary and secondary students do have tuition in Portuguese, with 
Portuguese teaching support offered to Timorese teaching staff by the Portuguese 
government (Lucasa, et al, 2015). In time, as Timorese children progress through school, 
a higher percentage of Timorese will speak Portuguese and the inequities of access to 
education and employment opportunities may diminish between social and ethnic 
groups.  
1.5.6 The national economy 
Timor’s sandalwood, teak, honey wax and slaves were being traded to Malay, 
Indonesia, India and possibly China as early as 2000 years ago (Hicks, 2004; Molnar, 
2010). In the sixteenth and seventeenth century, European colonial powers traded the 
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teak, sandalwood, spices and other trade offered, such as that from the nearby Banda 
islands, which were the only sources of indigenous nutmeg, mace and cloves (Molnar, 
2010).  
More recently, Timor-Leste has one of the poorest and least developed 
economies in the world. Up to 50% of Timorese live below the poverty line (Rosser and 
Bremner, 2015). When the United Nations took transitional administration of Timor-Leste 
(1999-2002), the country’s Human Development Index was 0.395 placing it 152 of the 
162 countries assessed (Rosser & Bremner, 2015). This is in comparison to Australia, 
ranked second at 0.936 and Indonesia ranked 113 at 0.689 (Rosser & Bremner, 2015). 
The majority of people living in rural areas are heavily reliant upon fishing and 
subsistence agriculture (NSD, 2010). Common crops include rice, corn, cassava, yam, 
and sweet potato. There is also some cash cropping such as rice and coffee (see Figure 
6). Mineral and natural resources include petroleum, natural gas (on and off shore), 
manganese, gold and marble (Nicol, 2002). Timor-Leste’s gas and oil deposits are 
contributing to some economic growth (Niner, 2016; Rosser & Bremner, 2015).  
 
Figure 6. Viqueque district. Rice paddies. Photo taken by author. 
In August 2005, Timor-Leste passed a Petroleum Fund Law and established a 
Future Fund to institutionalise mechanisms to assist the country to manage its petroleum 
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revenue for the benefit of the future (Drysdale, 2008). However, there are some fears 
expressed by observers about how the government will expend this fund. One of the 
concerns noted by these observers is that resource rich countries may be more 
susceptible to corruption than other economies. There are apprehensions that Timor-
Leste may struggle to manage its oil revenue wisely and transparently (Drysdale, 2008). 
At present it is suggested that very little of the income is trickling down to the majority of 
rural Timorese (Anderson & Huybens, 2014; Inder, Brown, & Datt, 2014; Niner, 2016). 
Recently, the World Bank ranked the country as ‘lower middle income’, 
consequently, donor funding is expected to decline (WHO, 2016b). In principle, the 
Timorese are earning more money than they were shortly after independence. Timor-
Leste has a per capita income of US$2104, an increase from US$580 in 2003 
(KNOEMA, 2017). During 2018, Timor-Leste also signed an historic agreement with 
Australia, which will facilitate further mining of gas and petroleum in the Timor Sea. The 
historic maritime boundary treaty was signed on March 6th, 2018 (Department of Foreign 
Affairs and Trade [DFAT], 2018). Ideally, this agreement will lead to further income and 
development for Timor-Leste. 
1.6 The structure of the thesis. 
The thesis is divided into six chapters. This introduction briefly outlined the 
rationale and overview of the research project in addition to background context of 
Timor-Leste. Chapter Two provides the review of literature relating to maternal health in 
Timor-Leste, including the literature search strategy. This chapter describes international 
approaches to the reduction of maternal mortality and discusses the broad policy and 
initiatives introduced by the government of Timor-Leste since Independence in 2002. 
Chapter Two also emphasises some of the social, economic and cultural conditions 
impacting upon maternal health in addition to the research and reports of maternity 
healthcare provision in Timor-Leste. Chapter Three sets out the methodology and 
methods used in this research project. Chapters Four and Five report on the data. The 
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results are organised to report separately upon the woman’s and stakeholder 
perspectives. Chapter Six discusses key findings. Chapter Seven concludes with the 
summary of the main findings, the strengths, weaknesses and the recommendations 
arising from the research. 
1.7 Conclusion 
This chapter provided a brief overview of Timor Leste’s unique geography, early 
settlement, colonisation, socioeconomic conditions and political background. In addition, 
the more recent eventful and traumatic occupation and then withdrawal of Indonesian 
armed forces is also outlined. This convergence of events have produced the current 
conditions of life whereby Timor-Leste is a developing country, the economy is weak and 
many Timorese have limited access to education and paid employment outside of small 
scale agriculture and fishing. The next chapter sets the issue of maternal health and 
maternal mortality into the broader international discourses in addition to explicating the 
extensive socioeconomic, cultural and political contexts of maternal health in Timor-
Leste.  
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2 Chapter Two: Literature review 
2.1 Introduction 
This chapter provides an overview of the literature, which comprises international 
benchmarks on quality in maternity care, including a brief overview of the Safe 
Motherhood Initiative (SMI) and progress since its inception in 1996. There is also a 
review of the literature specifically reporting upon social, cultural and economic issues 
impacting upon maternal health, the state of maternal health and healthcare provision in 
Timor-Leste. This literature comes from both a social determinant and biomedical 
perspective and includes the influence of traditional Timorese beliefs upon behaviours 
and decision-making during pregnancy and childbirth. The chapter concludes by 
identifying the gap in the literature which justifies this research. 
2.2 The literature search strategy 
A review of the literature came from a range of sources. These included 
electronic databases, and other relevant reference lists. Electronic databases were 
accessed, between the years 2016-2018 and included: EbscoHost, JSTOR, SAGE, 
Scopus, Medline, Springer, Science Direct, PubMed, Trove, Wiley Online and Cochrane 
Library. The 2018 review was conducted at the completion of findings. Other publications 
included documents from the government of Timor-Leste, Ministry of Health (MoH), 
Timor-Leste, and a series of reports about Timor-Leste from multi and unilateral 
development agencies, such as UNFPA, UNICEF, WHO, The World Bank, Asia 
Foundation, national and international NGOs working in Timor, University and 
consultancy groups involved in Timor-Leste.  
Some of this literature is coined ‘grey literature’, which often does not explicitly 
engage in scholarly debate. Grey literature comprises unpublished research or research 
published in a non-commercial form. This includes research commissioned by 
organisations such as government departments, government census and demographic 
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health surveys, reports from civil society or national and international non-governmental 
organisations (such as the United Nations and WHO), academic centres, private 
companies and consultants (University of New England, 2018).   
The keywords used were ‘safe motherhood’, ‘skilled birth attendance’, ‘human 
rights AND maternal mortality’, ‘maternal health AND Timor, ‘midwives AND Timor’, 
‘gender AND Timor’, ‘maternity care AND Timor’. The reference lists of the retrieved 
papers were used as a basis for further reading; they were scanned manually for further 
relevant references not originally retrieved. These articles were also scanned for 
relevance and currency and the process repeated for these articles. Another strategy 
used Google Scholar with the same or similar search terms to identify any further 
articles. Whilst in Timor-Leste, I also asked stakeholders engaged in healthcare about 
any new reports, already released or scheduled for release in the near future. 
The electronic database resulted in a retrieval of 4359 articles with another 1603 
results from Google Scholar. These included the following EBSCO Host (n=63), JSTOR 
(n=1228), SAGE, (n=426), Science Direct (n=1643), SCOPUS (n=204), SpringerLink 
(n=255), Wiley Online (n=520), Cochrane (n=20). Duplications were removed and the 
abstracts were assessed against the inclusion criteria. The criteria was maternal health 
in Timor-Leste, maternity healthcare provision, women, gender and Timor-Leste, social 
determinants impacting upon maternal health in Timor-Leste, English language and 
publication between 2000 and 2016 in peer reviewed journals and international agencies 
with the exception of anthropological, historical or other classic benchmark publications.  
One hundred and fifty eight articles were included.  
2.3 International benchmarks for reproductive health 
Women’s reproductive health is measured globally through benchmarks which 
include the maternal mortality ratio (MMR), total fertility rates (TFR), uptake of family 
planning, and the incidence of unsafe abortion (De Brouwere & Van Lerberghe, 2001; 
WHO, 2009). The TFR is the estimated average number of children born to a woman 
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over her lifetime (UNICEF, 2017). Unsafe abortion is defined as the termination of an 
unwanted pregnancy performed by an untrained provider in an unsterile environment 
(Haddad & Nour, 2009). Data on unsafe abortion is often sensitive and difficult to obtain, 
however it is estimated that globally 13% of maternal deaths are caused by unsafe 
abortion. Many who survive these abortions will experience long-term health 
complications. These statistics vary between countries (Haddad & Nour, 2009).  
Globally, up to 300,000 girls and women die as a result of pregnancy and 
childbirth every year, with 10 to 15 million more suffering incapacitating complications 
(Yamin, 2013). The maternal mortality rate (MMR) is the annual number of female deaths 
per 100,000 live births from any direct cause related to, or aggravated by pregnancy or 
its management (Tracy & Hartz, 2015). Nearly 75% of all maternal deaths are caused by 
major complications including severe bleeding, infection, pre-eclampsia and eclampsia, 
complications from delivery and unsafe abortion (Khan et al., 2006; Songane, 2013; 
WHO, 2016a). The overwhelming majority of maternal mortality (98%) and morbidity 
occurs in developing countries (Basch, 1999; Houweling, Ronsmans, Campbell, & Kunst, 
2007; Yamin, 2013). For a comparison of these disparities, see Table 1 below.  
Table 1. Table 1 Country comparisons: Maternal mortality. 
Country Timor-
Leste 
Afghanistan PNG India Indonesia Sri 
Lanka 
Australia 
 
MMR 
 
 
426  
 
396 
 
215 
 
174 
 
126 
 
30 
 
6 
Source: World Bank Group, 2017; UNFPA, 2018.  
 
2.3.1 International policy approaches to reduction of MMR  
Approaches to reproductive health policy and practice in developing countries are 
largely determined by international multilateral agencies such as WHO, United Nations 
(UN), the World Bank and a plethora of partnerships with international, government and 
non-government organisations (NGOs). These organisations base their policy upon 
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biomedical and human rights based approaches (HRBAs) (Langford, 2015; Yamin & 
Frisanchao, 2015). Therefore, maternal death ensuing from a lack of necessary 
maternity services and social supports is deemed to breach state human rights 
obligations (United Nations, 2011; Yamin & Cantor, 2014; Yamin, 2013; 2010).  
The goals of a reduction of maternal and infant mortality are included in both the 
Millennium and Sustainable Development Goals. These 2000-2015 Millennium 
Development Goals, (MDGs), include MDG 4: Reduce infant mortality and MDG 5: 
Improve maternal health. The goals have provided huge impetus to reduce maternal and 
child mortality (De Brouwere & Van Lerberghe, 2001; Hunt, 2013; Kowaleswski & Jahn, 
2001). Despite the limited success of these goals however, the MMR is still too high, with 
current global estimates at an overall MMR of 216 per 100,000 live births per anum 
(Alkema et al., 2015; United Nations, 2015). There is still considerable effort needed to 
further reduce the global MMR to the target set by the Sustainable Development Goal 
(SDG 3) which is an MMR of 70 per 100,000 live births per annum by 2030 (Alkema et 
al., 2015).  
2.3.2 Skilled Birth Attendants (SBA)   
Health professionals, who assist women during pregnancy and childbirth, include 
the midwife, or a doctor or nurse trained in midwifery skills. These health professionals 
are collectively termed skilled birth attendants (SBA). Ideally, the SBA provides care to 
women during pregnancy, labour and childbirth. A SBA is defined as: 
an accredited health professional, such as a midwife, doctor or nurse 
who has been trained to proficiency in midwifery skills needed to 
manage normal (uncomplicated) pregnancies, childbirth and the 
immediate postnatal period, and in the identification, management and 
referral of complications in women and newborn (WHO, 2004, p.1).  
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In a review of the evidence to support strategies to reduce maternal mortality, De 
Brouwere and Van Lerberghe (2001) claim the most compelling evidence supports the 
principle of a woman birthing with the assistance of a SBA. This evidence comes from 
historical precedence in western countries and contemporary successes in middle and 
low income countries (Koblinski & Campbell, 2003; Loudan, 1992; Pathmanathan et al., 
2002). Skilled birth attendance is now an essential strategy to reduce the MMR (De 
Brouwere & Van Lerberghe, 2001; Kowaleswski & Jahn, 2001; Loudan, 1992). 
Furthermore, Grahme, Bell, and Bullough. (2001) concluded that adjunct 
strategies to reduce the MMR include effective referral pathways for women accessing 
emergency care. The importance of effective referral pathways from birthplace to 
emergency obstetric care was first explored in Thaddeus and Maine’s (1994) seminal 
work interrogating the relationship and context of the three delays: 1) delay in seeking 
care; 2) delay in getting to health service; and 3) delay in getting adequate care at the 
health service. International consensus is that these delays will be reduced by using a 
combination of a SBA who has access to effective referral pathways. It is estimated 
these strategies can reduce the MMR to around 50 or below (De Brouwere & Van 
Lerberghe, 2001; Grahme et al., 2001; Koblinski & Campell, 2003; Thaddeus & Maine, 
1994; WHO, 2009). International discourses also recognise that many SBA working in 
developing countries operate in challenging environments that lack broad structural 
frameworks of governance, quality training and mechanisms to audit maternal death 
(Hunt, 2013; Koblinski & Campbell, 2003; Pathmanathan, et al., 2002; Van Lerberghe & 
De Brouwere, 2001; WHO, 2017; WHO et al., 2018.).  
In addition to the presence of a SBA and effective referral pathways, the quality of 
care is also assessed on the basis of the physical infrastructure of health services, the 
availability of supplies, service management and human resources trained with the skills 
and capacity to deal with normal pregnancy and childbirth. Human resources and 
capacity to manage obstetric and medical emergencies are also required. International 
literature commenting upon the provision of quality maternity care services also include 
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recommendations that social and cultural processes associated with childbirth should 
also be facilitated for pregnant and birthing women (Otolorin, Gomez, Currie, Thapa  
Dao, 2015; Tuncalp et al., 2015).  
Professional midwives have been identified as being the most appropriate 
primary care provider for the majority of women experiencing a normal pregnancy 
(Horton & Astudillo, 2014; Renfrew et al, 2016; WHO, 2004). Midwives; therefore, should 
be the mainstay of any program designed to reduce maternal mortality worldwide 
(Lourdan, 1992; UNFPA, 2014; WHO, 2004). The shift to focus on the priority of women 
accessing care from a SBA during pregnancy and childbirth, in addition to the Millennium 
Development Goals 4 & 5 have raised the profile of the professional midwife (Kruske & 
Barclay, 2004). 
A midwife can be defined as: 
A person who has successfully completed a midwifery education 
programme that is based on the ICM Essential Competencies for Basic 
Midwifery Practice and the framework of the ICM Global Standards for 
Midwifery Education, and is recognized in the country where it is 
located; … be registered and/or legally licensed to practice midwifery 
and use the title ‘midwife’; and who demonstrates competency in the 
practice of midwifery (International Confederation of Midwives [ICM], 
2017). 
Only midwives are trained to provide all components of care to women 
experiencing a normal pregnancy and birth (ICM, 2017). A midwife is responsible for the 
education, assessment, management and referral of women and babies if necessary. 
Midwives must also provide emergency care, plus family planning and post abortion care 
(ICM, 2017). Care led by midwives who are educated, licensed and integrated into the 
health system, and working in interdisciplinary teams has been found to have the most 
positive impact on maternal and perinatal health even when compared to care led by 
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other health professionals (Horton & Astudillo, 2014). For instance, even in high income 
countries there are indications that midwifery led care is more cost effective (Forster et 
al., 2016; McLachlan et al., 2012; Renfrew et al, 2016). Midwives are a core part of 
primary health and universal health coverage and have a pivotal and largely 
underestimated role in reducing MMR (Horton & Astudillo, 2014).  
The midwives’ ability to reduce MMR is demonstrated from early statistics in 
Europe and America. In 1870-95, Sweden and Scandinavia reduced their maternal 
mortality from 600 to 250-300 per 100,000 live births by introducing well trained and 
supervised community midwives (refer to Table 2). These midwives worked closely with 
medical staff to ensure access to effective referral pathways and emergency obstetric 
care (De Brouwere & Van Lerberghe, 2001; Lourdan, 1992). This rapid reduction of 
MMR was prior to the introduction of modern hospital technologies in the early twentieth 
century (Lourdan, 1992). 
Evidence from the early twentieth century also supports the use of the midwife as 
the primary carer (refer to Table 2). The MMR in 1919-20 was found to be lower in 
countries where women were predominately assisted by midwives (Scandinavia, 
Netherlands), compared to the MMR in countries where the SBA was equally midwife 
and doctor (France, Ireland, Australia, England) and a great deal less in countries 
predominately assisted by doctors (USA, NZ and Scotland) (Loudan, 1992). Even in 
contemporary times where medical personnel are the primary SBA there continues to be 
a tendency to over medicalise childbirth (Buekens, 2001; De Brouwere & Van Lerberghe, 
2001; Lourdan 1992). Whilst it is important that medical and midwifery professionals 
work together to support birthing women who require emergency or complex medical 
care, medical doctors are not the most suitable professional for low risk women (De 
Brouwere & Van Lerberghe, 2001; Ronsmans, 2001). 
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Table 2 Comparisons of MMR and SBA: 1919-20 
Source: De Brouwere & Van Lerberghe, 2001; Loudan, 1992 
More recently, Malaysia (MMR 42) Thailand (MMR 47) and Sri Lanka (MMR 30) 
also demonstrated impressive reductions in MMR following the use of midwives 
positioned in primary healthcare settings (Hogan et al., 2010; Pathmaathan et al., 2003). 
The reduction in MMR is sustained through strong policy, massive investment into 
education and deployment of village or community based midwives. Investment was also 
channelled into nominal primary care infrastructure and regional infrastructure and 
human resources to support effective referral systems for women requiring more 
complex care. In Sri Lanka, this was achieved with an expenditure of 0.23% of GDP or 
12% of total health expenditure. Malaysia achieved similar results with an expenditure of 
0.4% of GDP (Abouzahar & Wardlaw, 2003; Pathmaathan et al., 2003). These strategies 
were also supported with general poverty reduction measures (Pathmaathan et al., 
2003). The combination of improvements in general living conditions, increased access 
to education and deployment of midwives into communities in addition to improved 
infrastructure, medical and trained human resources have all contributed to the reduction 
of maternal mortality.  
Contemporary studies in Brazil, India and China also demonstrate that where 
maternity care is provided without quality midwifery care it becomes over medicalised, 
with women exposed to limited mobility in labour and higher rates of episiotomy and 
caesarean section (De Brouwere & Van Lerberghe, 2001; Sakala & Newburn, 2014). 
Both under and overuse of these interventions can contribute to morbidity (Horton & 
Astudillo, 2014). The issue is that medical personnel are trained in diagnostic, technical 
and pharmaceutical interventions, which are essential in leading care of women 
1919-20 MMR in countries 
women predominately 
assisted by Dr 
1919-20 MMR in countries 
women assisted equally by Dr 
and midwife 
1919-20 MMR in countries 
women predominately 
assisted by midwife 
600-800 per 100,000 live birth 400-650 per 100,000 live 
births 
200-300 per 100,000 live 
births 
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experiencing complications or emergencies in pregnancy and birth. Medical personnel 
are not so well prepared to provide care and support to women experiencing a normal 
pregnancy, labour and birth, where interventions are less necessary (Davis-Floyd, 1994; 
Horton & Astudillo, 2014; Renfrew et al, 2016).  
Midwives are educated to detect and act upon medical complications and 
emergencies in pregnancy and childbirth, however, the midwifery philosophies recognise 
that where the mother and baby are well, normal childbirth must be facilitated, because 
this will promote better outcomes for women and their babies (Renfrew et al., 2016). 
Therefore, an essential midwifery focus is upon encouraging and promoting women’s 
normal physiological hormonal, psychosocial birthing processes (Renfrew et al, 2016). 
An international systematic review of the literature, published by the Cochrane Library 
found, that up to 62% of effective midwifery strategies involve strengthening the woman’s 
capabilities to care for herself and her family (Sandall, Soltani, Gates, Sherman & 
Devane, 2016). Promotion of normal childbirth facilitates self-efficacy of the women, 
encourages confidence, breastfeeding, bonding and attachment with the infant, reduces 
interventions and improves women’s overall satisfaction with care without diminishing the 
safety of woman or baby (Sandall et al., 2016). One of the strategies found to be 
effective is the midwife’s continuous presence, their emotional and physical availability 
during labour provides important emotional support and promotes normal birth (Hodnett, 
Gates, Hofmeyr, Sakala & Weston; 2011; Kennedy, Anderson & Leap, 2010). Midwifery 
led care in comparison to care shared between midwives and doctors in developed 
countries such as Australia has been demonstrated to reduce the rate of caesarean 
section (McLachlan et al., 2012) and improve woman’s satisfaction with antenatal, 
intrapartum and postpartum care (Forster et al, 2016).  
A childbirth companion or additional social support throughout labour has also 
been shown to improve the woman’s experience and outcomes of labour (Bohren, 
Hofmeyr, Sakala, Fukuzawa, & Cuthbert, 2017). Women who receive good social 
support during labour and childbirth are more likely to have spontaneous vaginal birth, to 
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experience shorter labours, to control their pain better and to have less need for medical 
intervention (Bohren et al., 2017). The companion of choice may be the woman’s partner 
if this is culturally accepted. Alternatively, it may be a female relative, or another 
respected female member of the community. Research in this area suggests that the 
most beneficial support is from someone who is not part of family or friends and has 
experience and some training in providing support to women during labour and birth 
(Bohren et al., 2017). 
2.3.3 Elements of care contributing to women’s satisfaction  
International benchmarks are focused upon the scientific evidence supporting 
strategies to reduce maternal mortality. Midwifery skills and social support promoting 
normal physiological processes have been associated with women’s improved 
satisfaction and better birthing outcomes in developed countries (Hodnett et al., 2011; 
Sandall et al., 2016). Srivastava, Avan, Rajbangshi, and Bhattacharyya (2015) evaluated 
determinants of women’s satisfaction with maternity care in developing countries. The 
review of the literature identified that the amenity of the physical environment, quality of 
provider’ interpersonal behaviour, interpersonal communication, courtesy and 
competence were the most widely reported determinants of women’s satisfaction 
(Srivastava et al., 2015). These aspects of care are similar to those identified by women 
in developed countries (Clark, Beatty, & Reibel, 2015; Miller, Thompson, Porter, Prosser, 
2011). For example in Australia, surveys of determinants of women’s satisfaction with 
care provided during pregnancy and childbirth tended to focus on the quality of the 
relationship between the SBA and the woman.  
The aspects of the relationship that were emphasised included the importance of 
building trust, acceptance and reassurance from care providers (Clark et al., 2015). In 
addition, women appreciated being treated with respect, kindness, understanding, 
consideration for privacy, decisions made and being treated as an individual (Miller et al., 
2011). Another Australian study investigating determinants of women’s satisfaction with 
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maternity care identified the timely provision of information and care provided to women 
that was tailored to their needs as key factors contributing to the women’s satisfaction 
(Jenkins, Ford, Morris, Roberts, 2014). Likewise, an American study found women 
wanted prompt availability from care-givers, in addition to support, communication with 
opportunities for shared decision-making and strategies to support woman’s sense of 
control and efficacy (Britton, 2012). 
Women in developed and developing countries also identify the physical 
environment provided for maternity care as important. This included the provision of a 
clean sanitary environment, privacy, drinking water, the availability of appropriately 
trained competent staff with access to necessary medical equipment and supplies 
(Srivastava et al., 2015). Effective care and rapid transfers, competence and non-
judgemental attitudes from staff and the availability of resources were identified in the 
Australian study conducted by Jenkins et al. (2014). In comparison, poor quality 
maternity care was found to reduce women’s satisfaction and discourage them from 
using SBA services (Tuncalp et al., 2015). 
2.3.4 Mistreatment of women at maternity services 
The midwife is deemed the most appropriate SBA for women experiencing a 
normal pregnancy and birth. Unfortunately, during the last decade, a series of reports 
have raised serious concerns about the quality of maternity care provided by SBA in a 
range of low and middle income countries. Disrespectful and abusive maternity care is a 
prevalent global issue (Bowser & Hill, 2010; Tuncalp et al., 2015; UNFPA, 2014). In 
2010, Bowser and Hill conducted a landscape analysis of published and grey literature 
from 18 countries reporting on abusive and disrespectful maternity care of women. The 
authors compiled seven categories of widespread disrespectful and abusive care at a 
global level. These include physical and verbal abuse, non-consented clinical care, non-
confidential care, non-dignified care, discrimination, abandonment and detention in 
health facilities (Bowser & Hill, 2010).  
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Following on from Bowser and Hill’s benchmark publication, Kruk et al., (2014) 
conducted a study of woman’s self-reported experiences in Tanzania. The researchers 
recorded common specific concerns including ‘non-dignified care’, ‘shouting or scolding’ 
‘neglect’ and ‘physical abuse’. In another publication in the same year, Freedman and 
Kruk (2014), provided additional clarification of the terms ‘disrespect’ and ‘abuse’ during 
childbirth. These authors stated that these terms referred to any interpersonal 
interactions or facility conditions that are experienced, intended or considered by local 
consensus to be humiliating or undignified (Freedman & Kruk, 2014). In the same year, 
WHO called for more research, action and advocacy on this important issue (WHO, 
2014a).  
Following on from these publications, Bohren et al. (2015), conducted a mixed 
method systematic review and developed a typology of six components of mistreatment 
of women including, physical abuse, sexual abuse, verbal abuse, stigma and 
discrimination, failure to meet professional standards of care and poor rapport between 
women and providers (Bohren et al., 2015). Importantly the authors extended the root 
causes of mistreatment by concluding that the mistreatment of women stemmed from not 
only failures in staff interpersonal interactions, but also systemic failures at both health 
facilities and health systems levels (Bohren et al., 2015).  
Systemic failures in health facilities and systems can also impact on the capacity 
of staff to provide quality services. Filby, McConville and Portela (2016) report upon a 
literature review of 84 articles from 34 countries and maps midwives’ perspectives of the 
barriers to their provision of quality maternity care. The authors conclude that many 
midwives suffer the consequences of gender inequality, they are disempowered, lack 
professional status, are often poorly paid, and poorly resourced. In addition, these 
midwives may be required to work and live in unsafe and insecure environments, with a 
lack of support for housing and transport. A combination of these factors cause poor staff 
morale and lead to distress and burn out (Filby et al., 2016).  
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2.4 The Safe Motherhood Initiative 
The global Safe Motherhood Initiative (SMI) was launched at the UNFPA Nairobi 
conference in 1987. This initiative, led by the United Nations was a multisectoral attempt 
to focus international attention and commitment to reducing the maternal mortality in low- 
and middle-income countries, particularly Sub-Saharan Africa and Asia. The Initiative 
addressed the causes of maternal mortality, which included women’s reduced access to 
effective healthcare. In addition, the SMI also recognised that women’s reduced access 
was also in part an effect of women’s low socioeconomic status (Islam, 2007). The SMI 
rapidly became the international repository of knowledge and authoritative discourse on 
international reproductive health (Basch, 1999; WHO 1996). Four pillars of the program 
included, family planning, antenatal care (ANC), clean and safe delivery and provision of 
essential obstetric care for high risk women (Basch, 1999; WHO 1996). The early 
program utilised primary healthcare principles and many interventions were targeted at 
the community level. This included community engagement, recognition of danger signs 
during the perinatal period in the community and effective referral pathways from the 
community and primary health centres to essential/emergency obstetric care (Basch, 
1999; Maine & Rosenfield, 1999).  
Despite these initiatives to improve women’s access to maternity healthcare 
services many women in developing countries continued to be barred access to health 
services because of well recognised constraints. These include a lack of roads, 
transportation, poverty, the costs associated with accessing services, competing 
domestic workloads, support to travel to health services and fragile or non-existent 
healthcare systems (Byrne & Morgan, 2011; Kang, 2016; King, Jackson, Dietsch & 
Haliemariam, 2015; Thaddeus & Maine, 1994; Yousuf, Mulatu, Nigatu, & Seyum, 2010). 
Consequently, these women continue to birth at home with the support of relatives or the 
traditional birth attendant (TBA) (Byrne & Morgan, 2011; Kang, 2016; King et al., 2015). 
Where women had limited access to professional SBA, the SMI programs 
initiated training of TBA to provide some antenatal care and clean and safe delivery 
32 
 
(Basch, 1999). This was a mainstream approach as enshrined within Safe Motherhood 
Initiative policies (Basch, 1999; Grahme et al, 2001; Ronsmans, 2001). In 1988, up to 54 
countries were training TBAs (Maine, Rosenfield, McCarthy, Kamara, & Lucus, 1991). 
The SMI policy of training the TBAs acknowledged their important cultural and socially 
valued role within the community in providing cultural competent, empathetic and 
psychosocial support during childbirth (Bergstrom & Goodburn, 2001; Sibley, Sipe, & 
Barry, 2012; Shiferaw, Spigt, Godefrooij, Melkamu, & Tekie, 2013). These SMI programs 
encouraged professionals to work in partnership with community and community carers, 
such as TBA (WHO, 1996).  
In the early millennium, a review of the evidence to support the reduction of 
maternal mortality led to a series of significant international policy shifts. These policy 
changes also impacted upon the strategic approaches of the SMI. As a result the SMI 
strategies moved away from a primary care approach (where some women are 
supported to birth in community), to directives and programs promoting childbirth with a 
SBA in a healthcare facility (De Brouwere & Van Lerberghe, 2001; Koblinski & Campbell, 
2003; Koblinski et al., 2006).  
A number of issues led to this change in policy. The MDG goals 4 & 5 highlighted 
the role of the SBA as the benchmark of progress towards reducing maternal and child 
death. This emphasis upon SBA drew attention to the profound lack of qualified SBA 
working in low income countries (Horton & Astudillo, 2014; UNFPA, 2014; UNFPA, 
2011). It was estimated by WHO, that three times the number of SBA, or 700,000 
additional SBA, were required to meet this discrepancy (WHO, 2005). In addition, a 
review of the literature found limited support for global training of TBAs (Bergstrom & 
Goodburn, 2001; Koblinski & Campbell, 2003). WHO and many SMI agencies therefore 
shifted away from TBA training to focus on training SBA (Sibley & Sipe, 2006).  
In consideration of the critical shortages of SBA, a series of influential articles 
published in the Lancet in 2006, led to the SMI promoting childbirth with SBA at a health 
facility as this was considered a more economic use of scarce SBA (Campbell & 
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Grahme, 2006; Koblinski et al., 2006). The consequences (if unintended) of this change 
in international policy was a loss of accessible community based SBA services (Ahmed & 
Jakaria, 2009; Barclay, Gao, Homer, & Wild, 2012; Wild, 2009). This loss of accessible 
SBA services was reported in the Asia Pacific and African regions (Ahmed & Jakaria, 
2009; Barclay et al, 2012; Chowdhury et al., 2006; Rishworth, Dixon, Luginaah, Prince, 
2016; Wild, 2009). In addition, as some women in the community lost access to SBA, the 
situation was exacerbated, because as a result of the cessation of TBA training 
programs, in many countries the TBA became marginalised and were no longer part of 
community referral systems (Kang, 2016; Kruske & Barclay, 2004). In some countries, 
the TBA was even deemed to be an illegal service (Yousuf et al., 2010). This reduced 
the opportunities for community referrals to SBA (Byrne & Morgan, 2011; Kang, 2016; 
Yousuf et al., 2010; WHO, 2012; 2015).  
The shift in policy toward SBA in healthcare settings is also a marked departure 
from previous international policy initiatives such as primary health and the Ottawa 
Charter. This Charter emphasises primary healthcare, community engagement, provision 
of accessible, acceptable and affordable services in the community setting and effective 
referral pathways from the community to health facilities (Basch, 1999; Kang, 2016; 
Kruske & Barclay, 2004; WHO, 2015b). Family poverty, distance to services, poor roads, 
lack of transport, costs, and women’s domestic workloads all continued to deter women 
living in developing countries from travelling and accessing services (King et al, 2015; 
Kruske & Barclay, 2004; Price et al., 2016; WHO, 2012; 2015).   
Subsequent research since this policy change has established there are still 
considerable international shortfalls of professional SBA (Homer et al., 2018; UNFPA, 
2014). Many women continue to birth in communities without the support of a SBA or any 
other trained health worker. There is now a renewed international interest in exploring 
strategies to improve community referral by improving communication between the TBAs 
and/or other lay health workers and the mainstream healthcare systems (Bryne & 
Morgan, 2011; WHO, 2012; WHO, 2015a). Where the TBA is the main caregiver of 
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pregnant women, WHO (2015a), recommend that the TBA be integrated or aligned more 
closely with mainstream health services. This is in recognition that the TBA can play a 
valuable role in providing education, emotional support, referral and reduction of infant 
and neonatal mortality (Bryne & Morgan, 2011; Emmanueil et al., 2016; Pyone, Adaji, 
Madaj, Woldetsadik, & van den Broek, 2014; Wilson et al., 2011; WHO, 2012; 2015a). 
The change in policy marks a return to earlier primary healthcare principles and 
acknowledges that where women do not have access to a SBA, there is a role for the 
TBA or an alternative intermediary lay community health worker.  
2.5 A social determinants umbrella 
Women’s reproductive health sits within the broader political, cultural and 
socioeconomic context of Timorese society. Social determinants are features permeating 
the essence and conditions of everyday life, affecting the health and well-being of all 
(Marmott, 2005). These features include early life development, social exclusion, 
employment and social supports which all contribute to health or the lack thereof 
(Marmott, 2015). Inadequate living conditions, lack of access to education and/or 
healthcare, issues of equal access to legal representation and redress, community 
participation and representation and gender inequity are all issues implicated in poorer 
health outcomes (Germov, 2005; Grbich, 2004; Marmott, 2015; WHO, 2008).  
The development of a social determinant paradigm stems from earlier social and 
public health models of health, which emphasised the impact of socio-economic and 
environmental conditions on human health and well-being (Basch, 1999; McKeown, 
1979; McMurray & Clendon, 2011). McKeown (1979), argued that advances in public 
health and the overall improvement in the living conditions in Northern Europe, such as 
access to clean water, nutritious food, sewage removal, better housing, safer working 
conditions and higher incomes have contributed more to health improvements in 
populations than individualised medical care (McKeown, 1979). The principles of primary 
healthcare that were adopted in the latter part of the twentieth century, recognised that 
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the delivery of healthcare must fit within the broader socioeconomic framework of health 
and wellbeing. Key documents driving primary healthcare initiatives included the 
Declaration of Alma Ata 1976 and the Ottawa Charter, 1986 (Germov, 2005; Marmott, 
2015; McMurray & Clendon, 2011).   
2.5.1 Social determinants impacting upon maternal health in Timor-Leste 
Timorese women’s reproductive health is relatively poorer than for women living 
in other South East Asian countries (Bhandari, 2012). Socio-economic issues that 
undermine the health of Timorese women, men and children include extreme poverty, 
high levels of malnutrition among women and children, poor sanitation, lack of secure 
housing and potable water (Asia Development Bank, 2014; Chaparro, Oot, and 
Sethuraman, 2014; NSD, 2010; UNICEF & General Directorate of Statistics, Ministry of 
Finance, 2014). In addition, there are low levels of education amongst adults with a lack 
of opportunities for paid employment (NSD, 2010). There is also gender inequity in that 
men dominate public life and are deemed the authoritative decision makers in family life 
(Alves, Sequeira, Abrantes & Reis, 2009; Niner, 2011; Wigglesworth et al., 2015). A 
woman’s autonomy is limited; there is a cultural expectation that women operate within 
the private domestic sphere of family life. This restricts her ability to engage in other 
pursuits such as education and paid employment (Charlesworth & Wood, 2002; Inder et 
al., 2014; Wiggelsworth et al, 2015).   
Extreme poverty is a significant socioeconomic issue in that Timor-Leste is one of 
the poorest countries outside of sub-Saharan Africa (UNDP, 2016; Inder et al., 2014). 
Many Timorese live in absolute poverty (41.8%), surviving on US $3 a day or less (Inder, 
et al., 2014). What makes the poverty more significant is that the majority of Timorese 
are living in impoverished conditions and it is worse in rural areas where up to 70% rely 
on subsistence cultivation (Inder et al., 2014; UNDP, 2016).  
Malnutrition is another social determinant impacting upon women’s reproductive 
health. Timor-Leste’s high prevalence of undernutrition and malnutrition is considered 
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worse than any other country in Asia (da Costa et al, 2013; NDS, 2010; UNICEF and 
General Directorate of Statistics, Ministry of Finance, 2014). Malnutrition is exacerbated 
by poor food security; in that communities are highly dependent upon seasonal crops 
and there are food shortages during the dry season (Lister, Keylock & Silkin, 2013; 
United Nations, 2012). This results in up to 46% of children under five being 
malnourished and stunted and 26% are severely stunted with anaemia and micro 
nutrient deficiencies (GDS, 2018; Lister, et al., 2013; Petty, 2017). Women are also 
affected with approximately 23% of women of a reproductive age being anaemic (NSD, 
2010). Although many Timorese have gardens and grow food, they may exchange or sell 
some or all of this food for badly needed cash income (O’Keefe, 2017). These expenses 
include transport and lunches for children attending school; or more long term school 
expenses such as school uniforms and fees or healthcare services and other necessities 
(O’Keefe, 2017; UNICEF and General Directorate of Statistics, Ministry of Finance, 
2014).  
Timor-Leste also has very limited WASH (water, sanitation and hygiene) 
infrastructure. Just 60 per cent of rural Timorese receive water from improved sources 
such as piped water or a public tap (GDS, 2018). Women and children, predominately 
girls, spend up to 54,000 productive hours every day collecting water (DRTL, 2015; 
UNICEF and General Directorate of Statistics, Ministry of Finance, 2014). For example 
Figure 7, shows a woman accessing a community water pump. Consequently, many 
women and children miss school and other more productive economic activities (DRTL, 
2015; UNICEF and General Directorate of Statistics, Ministry of Finance, 2014). In 
addition, more than 40 per cent of Timorese do not have access to any or very basic 
sanitation, and nearly one in every four Timorese still practice open defecation (GDS, 
2018; UNICEF and General Directorate of Statistics, Ministry of Finance, 2014). All these 
conditions are worse in rural areas where 70% of the population live (GDS, 2018).  
37 
 
 
Figure 7. Viqueque district. Woman at water pump. Photo taken by author. 
Another social determinant influential on women’s health is education. Many 
Timorese adults have very little formal education. Up to 41% of Timorese over 15 year 
have no formal education at all. Another 25% have not advanced beyond primary school 
(NSD, 2010). Currently many children do not commence school until after the age of six 
years old (54%), often children need to repeat primary education years (30%). Over 70% 
leave before reaching year nine. Programs targeted to improve pre-school and primary 
participation have been implemented through government and non-government 
partnerships (European Union [EU] and UNICEF, 2015). Higher levels of education will 
improve young women’s literacy, knowledge and opportunities for employment, 
community engagement, decision-making and socioeconomic advancement.  
Economic activity and income are also important social determinants which are 
influential on women’s health. In Timor-Leste, just over half of Timorese (54%) are 
economically active and contributing to the nation’s GDP (SEFOPE & NSD, 2010). There 
are twice as many men than women earning a paid income (The Asia Foundation, 2016). 
Their work is not always secure in that in many cases, work conditions are untenured 
(SEFOPE & NSD, 2010; The Asia Foundation, 2016). This situation has become worse 
as employment levels have declined since the 2009 -2010 Demographic Health Survey 
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(GDS, 2018). Instead, many Timorese men and women derive their income from the 
informal sector, selling livestock, bread, tais (hand woven textiles), firewood, vegetables, 
farm labour, running kiosks or selling home brewed alcohol (O’Keefe, 2017). Figure 8, 
portrays a road side vendor selling vegetables.  
 
Figure 8. Viqueque district. Roadside food vendor. Photo taken by author. 
The implications of poverty, lack of or insecure income and gender inequities are 
explored in a study conducted by O’Keefe (2017) in two districts of Timor-Leste, Dili and 
Lautem. This study investigated the lived meanings and experiences of gender in the 
context of poverty as understood by Timorese women in these districts. Overall, 130 
women were involved in focus group discussions and from those groups, 76 participated 
in structured and unstructured interviews (O’Keefe, 2017). Women’s narratives describe 
the grinding poverty, the relentless daily hunger and hard physical work that are features 
of their everyday life. Domestic work included caregiving, cultivating food, washing, 
cleaning and cooking food for family. The women commented on the lack of support they 
received from male partners and family, the severe shortage of income and the daily 
struggle to provide for the necessities of life (O’Keefe, 2017). International studies also 
identify that women all over the world, who live in poverty bear the burden of caring and 
providing for their families. In addition, these women must often put this responsibility 
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before their own personal well-being (Chant, 2010; Esquivel, 2011; King et al., 2015; 
Sepulveda Carmona, 2013).  
In reality, the lives of all Timorese living in poverty is harsh (O’Keefe, 2017). 
People living in extreme poverty suffer barriers to equal access to opportunities for 
education, paid work and political representation (Sepulveda Carmona, 2013). However, 
in a review of the international contexts of extreme poverty it is argued that women are 
more vulnerable to experiencing extreme poverty, and are overly represented in this 
category (Bureau of International Information Programs, United States Department of 
State, 2012; Kabeer, 2015).  
The women in these families often shoulder the brunt of the burden of poverty 
because they bear the load of unpaid domestic work (Chant, 2010; O’Keefe, 2017; 
Sepulveda Carmona, 2013; Thompson, 1999). This work includes the labour of carrying 
water, firewood, cultivating food, laundry, managing housing conditions, and caring for 
children, other dependants and domestic animals (Budlender & Alma, 2011; Chant, 
2010). These commitments and responsibilities mean women work very hard and have 
less opportunity to access paid labour or other opportunities such as education, 
representation and participation in community groups. Women’s disproportionally high 
burden of care responsibilities pose a barrier to gender equality and their access to 
human rights (Australian Human Rights Commission, 2009; Chant, 2010; Esquivel, 2014; 
Niner, 2011; Sepulveda Carmona, 2013).  
2.6 Social organisation and traditional law and custom 
This section outlines some principles of social organisation in traditional Timorese 
society. Traditional law and customs adat and lisan sustain social and political stability 
and underpin social and political order across the country (Brown 2015; Cummins 2010; 
2011; Cummins & Leach, 2013; Niner 2011; 2012; Trindade 2009). The social 
organisation varies somewhat between ethnic groups but generally lineage groups share 
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common ancestors and social status is closely aligned to these shared ancestors (Hicks, 
2004).  
Membership of lineage groups and clans can be aristocratic or commoner (Hicks, 
2004). This membership is determined through either a unilineal decent male line 
(patrilineal) or the female decent line (matrilineal). In both types of family structures, a 
shared ancestry and a common language define membership (Hicks, 2004). Aristocratic 
lineages have their status entrenched within creation myths, and can trace their bloodline 
to the initial creation beings and ancestral places. The liurai or designated ‘king’ from 
aristocratic families also hold possession of potent spiritual objects, land, titles and 
offices. These assets and privileges are largely passed down through male descendants 
(Hicks, 2004). Male descendants of liurai are active in ritual and public events acting as 
intermediaries between the ancestors and common people (Molnar, 2010).  
As noted in this review of the literature, academics and social commentators have 
expressed differing opinions about the contribution of the traditions to contemporary 
Timorese society. After Independence, many Timorese returned to their villages, 
reaffirmed their traditional indigenous life and revived the traditional law, custom and 
practices of lisan and adat (Charlesworth & Wood, 2002; Hicks, 2007; Niner, 2012; 2011; 
Wigglesworth, 2013b). Advocates for the traditional processes claimed they provided the 
mainstay of community governance, contributing to the resilience and order within 
Timorese communities (Hicks, 2004; Trinidade, 2009; 2011). Other scholars and social 
commentators argued that women’s rights were poorly represented in the traditional 
systems of dispute resolution and inheritance. During these processes, men were the 
family decision makers and held the dominant role in public forums, and consequently, 
the women’s interests may not represented (Charlesworth & Wood, 2002; Conway, 
2010; Niner, 2011; 2017; Wigglesworth et al., 2015).  
One of the issues is that the lisan process does not reflect international 
perspectives of human rights and gender equity (Belton, Whittaker & Barclay, 2009; 
Conway, 2010; Grenfell, Cryan, Robertson, & McClean, 2015; Niner, 2013, 2011; 
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O’Keefe, 2017). At the community level the focus of adat and lisan is upon maintaining 
community harmony; ensuring conflicts between couples do not disturb community and 
clan relationships rather than protecting women’s individual rights (Khan & Hyati, 2012; 
Hall & True, 2009; The Asia Foundation, 2016). For example, a woman pursuing a 
dispute against her husband may find herself blamed for her husband’s poor behaviour 
or violence (Alves et al., 2009; Hall & True, 2009; The Asia Foundation, 2016).  
In addition, daughters living in patrilineal or partrilocal societies (which are the 
more common in Timor-Leste), have no traditional rights to inherit land (Corcoran 
Nantes, 2009). The women are vulnerable if there is divorce, widowhood, abandonment 
or separation leading to a loss of their access to land (CEPAD, 2014; Narciso & 
Henriques, 2010). The land is a form of social security, in that it is an ongoing resource 
(Narciso & Henriques, 2010). Therefore, all Timorese women need access to land to 
grow food, gather firewood and water. In addition, a lack of access to assets like land 
reduces a woman’s ability to access credit, education and diminishes her economic 
participation and autonomy in the community (Democratic Republic of Timor-Leste 
[DRTL] and Secretary of State for the Promotion of Equality [SEPI], 2014). Some 
traditional laws and processes further undermine Timorese women’s social and 
economic security and promote ongoing financial dependence upon her husband or 
other family members.  
Changes in how women engaged in broader society began during the Indonesian 
occupation and the resistance that followed. At this time Timorese women became more 
educated, mobilised and politicised (Conway, 2010; Hall & True, 2009; Niner, 2011; 
Smith, 2015; Wiggesworth, 2013). Women became more autonomous, often assuming 
head of household responsibilities as the menfolk were away fighting (Niner, 2011; 
Wiggesworth, 2013). The women also contributed up to 30% of organised resistance 
during the Indonesian occupation (Hall & True, 2009). These women joined student and 
women’s groups, political parties, studied in Timor and overseas and worked in public 
service and NGOs (Charlesworth & Wood, 2002; Hall & True, 2009; Ospina & Hohe, 
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2002). Consequently, women became active in promoting women’s rights and equity 
through a variety of forums. The women are reluctant to relinquish these rights in the 
current environment whereby many Timorese are advocating for a return to traditional 
law and customs, many of which promote male authority over women.  
There are many women’s groups in Timor that continue to advocate for women’s 
rights (Conway, 2010). These include Rede Feto, an umbrella organisation comprising 
18 national organisations working on promoting gender equality and women’s rights. In 
addition, civil society organisations work with international NGOs to promote legal and 
social forums for the expression of women’s rights and their protection from social and 
economic abuse and subordination (Conway, 2010; Hall & True, 2009; O’Keefe, 2017; 
Niner, 2011; Smith, 2015).    
2.7 Traditional marriage agreements (barlake) 
One very significant Timorese tradition is the barlake. This represents an alliance 
formed by a marriage between the respective descent groups, wife givers and wife 
takers (Hicks, 2010; 2004; Niner, 2012). The majority of Timorese continue to negotiate 
the barlake as part of the marriage agreement (Wild et al., 2010). In the past, the barlake 
acted as a mechanism for forging relationships, ensuring protection and establishing 
peace and trade relationships (Hicks, 2010; 2012; Niner, 2012). The barlake is ultimately 
a negotiation of how children are integrated into Timorese lineage groups. Children 
denote good fortune and a sign of blessings from the ancestors and most families want 
many children. The barlake entails significant gift giving from the family of the husband to 
the family of the bride. These large gifts of livestock and other goods are onerous for the 
husband’s family (Ospina & Hohe, 2002). The exchange, however, is important in that it 
guarantees that the children of the couple are integrated into the husband’s lineage 
(Hicks, 2004). Among matrilineal or matrilocal groups there may be a mutual and smaller 
exchange between the lineage groups (Hicks, 2012; 2010).  
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Some academics and other social commentators, suggest that the barlake is a 
mechanism that encumbers and subordinates women. At its most basic, the barlake may 
act as a bride price or the ‘buying’ of a wife (Hall & True, 2009; Niner, 2011). It is argued 
that the barlake causes pressure upon women to produce more children than they want 
and commits them to a marriage from which it would be hard to disengage (O’Keefe, 
2017; Wallace, 2014).  
Newly married women are at the bottom of the family hierarchy, consequently 
they must be subordinate to their husband and family (Hovde Bye, 2005; O’Keefe, 2017). 
Recent qualitative research in Viqueque and Dili districts (O’Keefe, 2017; Wallace, 2014) 
corroborates the notion that the husband’s families do put pressure on women to 
reproduce children as a result of the expectations and conditions of the barlake. Many of 
the women interviewed in this recent research commented that they were pressured to 
produce more children than they wanted. This happened at the expense of their hopes 
for education or employment (O’Keefe, 2017; Wallace, 2014).  
It has also been suggested that the barlake may be becoming more commodified 
and a vehicle to raise money or purchase fertility (Niner, 2011). Rees et al, (2016) 
suggests that the barlake in severe circumstances may provide the vehicle for parents to 
give their daughter away prematurely or ill advisedly, in order to raise monies or settle 
urgent debts. The argument that the barlake does impose upon woman’s autonomy and 
contributes to their subordination is quite compelling.  
Others argue that barlake is not ‘buying’ a wife, but in fact recognises the bride’s 
unique identity, social standing and value and confers status upon the woman and her 
family (Corcoron Nantes, 2009). That is, the barlake is a celebration of the wife’s life 
giving potential and exonerates her value in the exchange. Hicks (2012) notes, “the 
status of a creator of life is an attribute more fittingly ascribed to a goddess than to a 
commodity bought in a Dili store” (Hicks, 2012, p. 130).   
Attitudes to the role and relevance of the barlake in modern Timorese society are 
mixed. The barlake is a traditional mechanism of ritual exchange regulating the terms of 
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the relationship and obligations between the families, sometimes for generations to come 
(Hicks, 2012). It is possible that the traditional barlake does confer status upon woman, 
but also that the values attached to such traditional exchange, between the wife giver 
and the wife taker, have shifted and changed over time (Niner, 2012).  
There are also claims that barlake creates tensions between families and 
perpetuates family violence (Hall & True, 2009; Khan and Hyati, 2012; Niner, 2011). The 
evidence to support these claims is equivocal. One study set in two villages in Timor-
Leste found that when women have problems with the barlake this contributes to inter 
marital tensions and conflict between the wife and the husband’s family (Rees et al., 
2016). Similarly, in another qualitative study in four districts of Timor, researchers 
concluded that although not a direct cause of conflict, barlake is linked to higher levels of 
domestic violence against women (Khan & Hyati, 2012). The authors also noted that 
some families had stopped the barlake in order to protect the women marrying out. 
These families claimed that by not accepting barlake they had a greater voice if they 
were concerned about their daughter’s welfare (Khan & Hyati, 2012). This suggests that 
the barlake does give the husband’s family more power and authority over their daughter 
in law, and this power is not always asserted in a positive sense. 
The social mechanisms embedded in the barlake may be one of the most 
significant influences on gender relationships in Timorese society (Corcoron Nantes, 
2009). Some authors contest its value. A number argue that the barlake regulates 
community relationships and protects the rights and expectation of families and 
communities. This is particularly relevant for those that are not mobile or educated and 
rely upon traditional structures to secure rights and privileges (Hicks, 2007). However, 
the custom may also place a woman into complex interwoven arrangements where they 
are obliged to be subordinate and comply with the priorities of her husband and family 
(Niner, 2012; Wild, 2009). In addition, the custom of barlake is prohibitive in terms of cost 
and choice, in that many Timorese men cannot afford to marry until their extended family 
can raise the funds to support the barlake exchange. For many young Timorese, the 
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barlake may not be aligned with their priorities and expectations. Many of whom live 
contemporary globally connected lives and may want to look outside traditional family 
alliances and the encumbrance of traditional rights and responsibilities that 
accompanying the exchange (Niner, 2011; Wild, 2009).   
2.8 Sexual assault and gender based violence (SAGV) 
Sexual assault and gender based violence (SAGV), is prevalent and 
unfortunately widely tolerated in Timor-Leste (Grenfell et al., 2015; NSD, 2010; The Asia 
Foundation, 2016). As previously discussed, SAGV in Timor-Leste was first documented 
during Portuguese colonisation, and then during the conflict from Japanese and 
Indonesian military occupations (Alves et al., 2009; Christalis & Scott, 2005; Hall & True, 
2009). Timor-Leste’s ‘Chega!’, the final report from The Commission for Reception, Truth 
and Reconciliation (CAVR) documents 1000s of testimonies of sexual assault, violence, 
rape and sexual slavery during the Indonesian occupation from 1975 to 1999. During this 
time, it was estimated up to 40% of women survived rape, slavery and violence from both 
Indonesian and Timorese men (Alves et al., 2009; Christalis & Scott, 2005; Ferguson, 
2011; Hall, & True 2009; Kent, 2014). In response, the national government has passed 
the Law Against Domestic Violence (LADV (Law No. 7/2010) in 2010 to provide 
protection and assistance to victims and to provide a framework within which to 
persecute offenders.   
SAGV poses a serious threat to women’s emotional, sexual, physical health. It 
can result in homicide, serious injury and pregnancy loss (Taft, Powell & Watson, 2015; 
The Asia Foundation, 2016). Sadly, women who are victims of SAGV experience higher 
levels of mental distress, more non-communicable disease, less control over sexual and 
reproductive choices and a higher incidences of unwanted pregnancy, abortion and 
sexually transmitted disease including HIV (Taft & Watson, 2013). Despite the well-
documented damage to women’s health, it is believed that there is significant under-
reporting of assaults (Khan & Hyati, 2012; The Asia Foundation, 2016). Husbands are 
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the most common perpetrators of SAGV, however, fathers, brothers, brothers and 
mothers in law are also implicated (Grenfell et al., 2015; O’Keefe, 2017). In addition, 
domestic violence often escalates during pregnancy (Dunkley-Bent, 2017). The majority 
of cases continue to be settled at the family or community level through the customary 
justice systems, the adat and lisan. Under traditional dispute resolution (lisan) the women 
may not have effective protective mechanisms. This can lead to re victimising survivors 
of domestic violence (Grenfell et al, 2015; Hall & True, 2009; Khan & Hyati, 2012; Niner, 
2012; UNDP TL, 2017).  
The incidence and acceptance of SAGV reflects and reinforces a woman’s lack of 
power in her private and public life (Niner, 2011; 2015; Wigglesworth 2013a; 
Wigglesworth et al., 2015). Extreme poverty also contributes to violence perpetrated 
against women (O’Keefe, 2017). Abusive husbands often control decisions about a 
woman’s employment and educational opportunities, health and reproductive health 
choices, economic and political aspirations and have therefore, a profoundly adverse 
effect upon women’s lives (Meiksin, Meekers, Thompson, Hagopian & Mercer, 2015; Taft 
et al., 2015).  
2.9 Reproductive health in Timor-Leste 
As previously discussed, in Timor-Leste, maternal mortality remains high, the 
official UNFPA estimate based upon the 2015 Timor-Leste Populations and Housing 
Census data is 426 per 100,000 live births (UNFPA, 2018). There is little data available 
reflecting the MMR in Timor Leste prior to 2009-10.  However, data from the 2009-2010 
and 2015 census suggest that women’s reproductive health is poor in comparison to 
other Southeast Asian countries (Bhandari, 2012). For comparative statistics, see Figure 
9. Prior to the Indonesian’s introduction of a comprehensive health system, the Timorese 
relied upon traditional explanatory systems and medicines (Edmonds, de Jesus, 
Lindelow & Morris, 2005). The traditional caregivers include the TBA, also called daya or 
traditional healer the dukun, and sometimes called liman bada’en in Timor-Leste (Wild et 
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al., 2010). The TBA (daya) or liman bada’en are community based traditional 
practitioners who have until recently been the primary support for women during 
pregnancy and childbirth in Timor-Leste (NSD, 2010).  
 
Figure 9. Comparative MMR South East Asia1. 
 
Figure 9a. MMR in Timor-Leste 2009-2010 and 2015. (NDS, 2010, GSD, 2018). 
The health professionals providing modern medical care to women during 
pregnancy and childbirth include the midwife, doctor or nurse who have some training in 
midwifery skills. As noted earlier, recent statistics suggest that 48% of Timorese women 
birth in a healthcare facility with the assistance of a SBA (GDS, 2018). Another 8% birth 
at home with the assistance of a SBA (GDS, 2018). Women living in urban settings are 
more likely to use a SBA (84%), in comparison to rural districts, for example, in Ainaro 
                                               
1 Trends in Maternal Mortality 1990 – 2013 WHO, UNICEF, UNFPA, and the World Bank 
estimates, 2014. 
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district (18%), Ermera (15%) and Viqueque (43%) of women birth in a healthcare facility 
(GDS, 2018). In addition, most women receive some antenatal care, and around one 
third receive at least one postnatal check-up (GDS, 2018). Overall, the majority of 
women in Timor-Leste have very limited access to emergency obstetric care (MoH, 
2016). Access for women with disabilities is also problematic, particularly in rural areas 
(Ledger, 2016).  
The other component of measurement of reproductive health is the fertility rate. 
Timor-Leste has a total fertility rate (TFR) of 4.5 (GDS, 2018). For a comparison of TFR 
see Table 1. Global statistics reflect that a high fertility rate means that women are at 
greater risk of maternal death (Ronsmans & Grahme, 2006). In addition, if women 
become pregnant as teenagers this risk is escalated (Cummins, 2017). In Timor-Leste 
nearly one quarter of Timorese women become pregnant before twenty (Cummins, 2017; 
Pappa, Rottach, & Vaziri, 2013; UNFPA, 2017). Adolescent girls are twice as likely to die 
and incur other morbidity during pregnancy and childbirth (Cummings, 2017). Statistics 
reflecting international data also indicate that teenage pregnancy and marriage is a major 
cause of early school drop-out of girls from both secondary and tertiary studies and 
consequently diminishes opportunities for education and paid employment (Atlas & 
Huggett, 2017; Cummins, 2017; Darrock, Woog, Bankole, & Ashford, 2016).  
2.9.1 Contraception and child spacing 
In Timor-Leste, modern contraception use amongst married women aged 15-49 
is relatively low (24%) (GDS, 2018). This is even lower in the districts, for example, the 
district of Ainaro has a contraceptive uptake at 17% (GDS, 2018). Another one quarter of 
married women of a reproductive age in Timor-Leste would use modern methods of 
family planning if these were available to them (GDS, 2018; UNFPA, 2017). Women also 
use traditional plants to regulate fertility (Wallace et al., 2018; Wild et al., 2010).  
Women’s relatively low uptake of family planning reflects the broader social role 
of woman’s fertility in Timor-Leste already discussed earlier under 2.7. A Timorese 
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woman does not have the same rights of self-determination and decision-making about 
family planning and number of children as might be expected in Western societies. In 
many cases, the husband and his family control women’s access to family planning 
(Wallace, 2018a; 2014). This means that a Timorese woman needs the permission of her 
husband to gain access to family planning, and a husband may refuse this permission 
(Wallace, 2014).  
Lack of reproductive health education also contributes to a lack of demand for 
contraceptive services. The majority of Timorese women and men have never received 
relevant information on family planning and contraceptive use (NSD, 2010; Pappa, et al, 
2013). One of the reasons for this is that discussion about sexuality and reproductive 
health is culturally taboo (Cummins, 2017; Wallace, 2014), although the Timorese law 
and policy environment is supportive of reproductive health education (Cummins, 2017). 
The fear is that rather than helping young people make informed decisions, parents and 
adults believe that further knowledge may make young people more promiscuous 
(UNFPA, 2017). Information about reproductive and sexual health is being introduced 
into secondary school curriculum but this is consistently monitored and curtailed by the 
Catholic Church (Richards, 2010a). There is still limited information about sexuality and 
relationships in school curriculum or other alternative forums in Timor-Leste (Cummins, 
2017; UNFPA, 2017). The importance of reproductive health education is clear as this 
can reduce STIs, unwanted pregnancy and delays sexual debut (UNFPA, 2017).   
One of the issues concerns the influence of The Catholic Church on reproductive 
health policy in Timor-Leste (Belton et al., 2009; Lyon, 2011; Richards, 2010b; Rimmer, 
2007; Wallace, 2014). Abstinence is encouraged by the Catholic Church and families. 
Informally it is recognised that the government routinely checks potentially sensitive 
policies with the Office of the Bishop of Dili, in order to receive church input and adapt 
policies as necessary (Richards, 2017). In addition, the Catholic Church disapproves of 
modern family planning methods and recommends the natural Billings method of 
contraception. Until recently, the Billings method was the family planning method 
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recommended by the MoH. The Billings method is based upon monitoring changes in a 
woman’s cervical mucus. This method can be effective but couples must be well 
educated, motivated and compliant during the times of the monthly menstrual cycle when 
the woman is fertile (Billings, 1988). During this time of fertility, couples must abstain 
from sexual penetration or use alternative barrier methods of contraception (Billings, 
1988). The problem is many women are unfamiliar with their own reproductive health 
physiology), may have limited means to monitor their cycle and the men and/or women 
are not necessarily compliant with the period of abstinence required of them (Wallace et 
al., 2018b; Wallace et al., 2019). 
Demand for family planning may also be low because of previous family planning 
practices. During the Indonesian occupation, the Indonesians sponsored an unpopular 
family planning program called the keluarga berencana (KB). The KB ‘population-control’ 
program promoted a two child target per family which was perceived by the community to 
be coercive and politically motivated (CAVR, 2013; Richards, 2010a; Sissons, 1997). It 
was alleged that the Indonesian army was involved in large scale recruitment programs, 
with mass insertions of IUDs and implants. This occurred with little regard for issues such 
as informed consent, follow up care or review and removal of devices (Sissons, 1997). 
Women’s experiences of this program have contributed to women’s distrust and 
reluctance to engage or participate with health service delivery, including maternal health 
services and family planning (Henfry, 2004). This has potential to increase women’s risk 
of pregnancy, maternal death and mortality (Ronsmans & Grahme, 2006). 
In comparison to other South East Asian countries Timor-Leste has a high TFR 
(Refer to Table 1), and relatively low uptake of contraceptive services (GDS, 2018; The 
World Bank, 2017a). Multiple and close spaced pregnancies undermine women’s health, 
contribute to maternal mortality and limit women’s opportunities for paid work (Ashraf, 
Weil, & Wild, 2013; Ronsmans & Grahme, 2006). International literature suggests that 
use of family planning and child spacing leads to higher earnings and assets among 
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women and a higher BMI in women and children. In addition, the children are more likely 
to attend school (Ahmed, Li, Liu, & Tsui, 2012; Canning & Schulz, 2012).  
2.9.2 Unsafe abortion 
If women are unable to access contraception this can lead to unplanned or 
unwanted pregnancies. This then may create demand for an abortion and where 
clinically safe abortions are not legally available; many women may resort to unsafe 
abortion. An unsafe abortion is one that is induced by unclean and unsafe methods. This 
type of abortion puts the woman at risk of infection, haemorrhage, pelvic inflammatory 
disease, genital trauma, infertility and other morbidity (Grimes et al., 2006). Globally, 
unsafe abortion contributes to approximately 13% of all maternal death (Songane, 2013). 
There is little research or data about the incidence of unplanned pregnancy and unsafe 
abortion in Timor-Leste (Belton et al., 2009). In many countries prescriptive laws 
surrounding the topic can cause a lack of accurate reporting (Belton et al., 2009). In 
Timor-Leste, abortion is restricted on all grounds, except when it is to save the life of the 
woman (UNFPA, 2017). Legal abortion is against Catholic doctrine and traditional 
preferences (Belton et al., 2009; Richards, 2012a). However, a high fertility rate and a 
low rate of contraceptive uptake may lead to many unwanted pregnancies (Belton et al., 
2009). Criminalising abortion does not reduce the rate of unwanted pregnancies. Instead, 
women will resort to illegal, often unclean, unsafe backyard providers. There is no data 
collected on rates of abortion in Timor-Leste, but it is probable that the prevalence of 
unsafe abortion is similar to other countries with similar legal frameworks in the region. 
2.9.3 The structure of health service delivery in Timor-Leste 
The Guido Valadares hospital is the national referral hospital in Dili and there are 
an additional four regional referral hospitals. These referral hospitals have Outpatient 
and Inpatient departments and an Emergency department, staffed with a physician, 
some specialist services as well as some radiology and laboratory technical assistance 
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(DRTL, 2011). Each of the thirteen districts of Timor-Leste has a district health service 
administering a number of community health centres (CHC) and health posts (HP) 
providing a basic level of primary healthcare. The SISCa’s (Sistema Integrada Saude 
Communitaria) provide community outreach preventative and curative health services 
(DRTL, 2007). In total, in there are 66 Community Health Centres (CHC), 193 health 
posts and SISCA operating in some districts (Buchan & Weller, 2012; Price et al., 2016). 
District level community health centres (CHC) provide primary healthcare services 
including reproductive health services, Integrated Management of Childhood Illness 
(IMCI), basic clinical services, health promotion and education, immunisation, nutrition 
and tuberculosis programs. Some CHC may have dental and laboratory facilities for 
testing for antenatal care (ANC), malaria and tuberculosis (DRTL, 2011b). Some CHC 
have inpatient facilities, although food and portable water is not provided. The facilities 
are supported by radio communication and access to an ambulance (Buchan & Weller, 
2012; DRTL, 2011b).  
Health posts are more remote and are intended to improve access by providing a 
closer service for those living in more remote villages. Not all health posts are equipped 
and staffed. Services may include family planning, antenatal care (ANC), SBA, postnatal 
care (PNC), vaccination, Integrated Management of Childhood Illness (IMCI), and basic 
clinical services (DRTL, 2011b). The community outreach service, the SISCa, provide 
education and health promotion, family planning, antenatal care, vaccination, growth 
monitoring, IMCI, basic clinical and referral services. Community volunteers work with 
SISCa to raise community awareness of particular programs such as immunisation, or to 
provide screening and treatments such as in TB screening, management and prevention 
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programs. Figure 10 illustrates one such SISCa education program being provided. 
 
Figure 10. Vequeque district SISCa. Permission was given. Photo taken by author. 
The volunteers also work with midwives to motivate and mobilise communities 
with antenatal education programs addressing birth preparedness and the danger signs 
of obstetric complications. More recently, the MoH launched the Programa Nasional 
Saúde Na Família in July, 2015. This program entails domiciliary home visiting whereby 
medical, midwifery and nursing staff door knock throughout Timor-Leste to compile data 
on the health status of all Timorese. Where health issues are identified, referrals are 
made to local health services. The program has been successful in identifying Timorese 
with healthcare needs and logging clinical data on the majority of Timorese in Timor-
Leste (WHO, 2018). In addition to public services, private, non-for-profit and church 
based health facilities provide up to 25% of basic primary healthcare delivery throughout 
Timor-Leste (DRTL, 2011b; Price et al., 2016; Richards, 2010a; Soares, 2013).  
Timor-Leste has been successful in improving some health outcomes. For 
example, infant mortality has reduced from 60 to 45 deaths per 1000 births and 
immunisations levels have increased from 55% in 2010 to 75% in 2016 (UNICEF, 2016). 
In addition, a national program is working to eliminate malaria in Timor-Leste by 2021 
(WHO, 2014b). Despite these successes however, the delivery and provision of 
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adequate healthcare, including reproductive healthcare, remains an immense, 
multifactorial challenge for the government and health service providers in Timor-Leste.  
2.10 Reproductive health policy in Timor-Leste 
A reduction of the MMR has been a major policy priority for the government of 
Timor-Leste (DRTL, 2011b). Since independence, (2002) the Timor-Leste government 
has claimed a reduction in maternal, infant and child mortality and an increase in 
contraceptive prevalence rate and skilled birth attendance (GSD, 2018). The Timorese 
MoH has worked with development partners to meet these objectives (DFAT, 2011; 
Mercer, Thompson & de Arujo, 2014). 
The Timorese MoH has a relatively short history. After the withdrawal of 
Indonesia in 1999, up to 70% of medically trained staff returned to Indonesia. The 
Timorese health leaders who remained in the country included 25 Timorese doctors, with 
one medical specialist. These doctors established the East Timor Health Professionals 
Working Group (ETHPWG). This group worked to contribute to the development of 
health services throughout the country (Tulloch 2003). During 2000, a section of 
UNTAET had joined with ETHPWG to form the Interim Health Authority, which later 
became the MoH in 2002 (Wild, 2009). Due to the severe shortages of health workers in 
Timor-Leste, one of the early initiatives was to recruit assistance from international health 
workers. In 2003, Timor-Leste signed an agreement with Cuba that led to the provision of 
Cuban doctors to support healthcare delivery (Anderson, 2010).   
The Timorese MoH also recognised the importance of social determinants and 
cultural values in healthcare in early policy documents (DRTL, 2002a). A social model of 
healthcare was espoused, which focused upon social equity and public access to high 
quality and culturally safe health services (DRTL, 2002a; 2002b). Timor-Leste’s original 
Health Policy Framework (DRTL, 2002a) recognised that the low utilisation of 
reproductive health services was due to the complex interaction of social, cultural, 
physical accessibility and historical factors. Subsequent policy such as the National 
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Reproductive Health Strategy (NRHS) 2004-2015 outlines an approach to rebuilding 
health infrastructure and resources based on primary healthcare principles (DRTL, 
2005). The National Health Workforce Plan 2005–2015 outlines the HRH strategy in the 
country (DRTL, 2005). This plan focuses on improving training, recruitment, retention 
and deployment of staff, creating clear career paths and carrying out a gradual 
replacement of expatriate health staff with well-trained local staff (World Bank & OPM, 
2015). 
The MoH framed their maternal healthcare priorities in accordance with 
international benchmarks set by the SMI. When policy shifted to an emphasis upon SBA 
in health service facilities (Campbell & Grahme, 2006; Koblinski et al., 2006), these were 
enshrined in Timor-Leste’s maternal health policy documents, the Basic Services 
Package (2007) and the Health Sector Strategic Plan 2011-2030 (2011b). In this policy 
environment, the Timorese MoH became interested in maternity waiting homes, as a 
strategy to support women attending facilities for birthing (Wild, 2009). In 2007, a 
maternity waiting home policy was integrated into the Basic Services Package. Maternity 
waiting homes were planned for every health post, health centre and hospital in the 
country (DRTL, 2007). However, in the longer term the policy was eventually 
unsuccessful in its implementation at the regional and community level (Wild, 2009). This 
was due in part to a lack of coordination between central and district stakeholders (Wild, 
2009). Despite this, the policy represents a significant commitment on behalf of the 
government of Timor-Leste to improve opportunities for women to access health 
services.  
Timor-Leste’s future directions for the health sector is laid out in the National 
Health Sector Strategic Plan (NHSSP) 2011–2030 (DRTL, 2011b). This was developed 
in line with the National Strategic Development Plan (NSDP) 2011–2030 (DRTL, 2011a), 
and guides Timor-Leste’s health sector programs and projects. Timor-Leste’s Strategic 
Development Plan 2011-2030, notes that the Constitution enshrines a national health 
system that is universal, free of charge and, as far as possible, is decentralised and 
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participatory (DRTL, 2011b, p.195). Maternal and child health are one of the highest 
priorities of national health policy and programs (UNFPA, 2017).  
Many of the strategic approaches outlined in this NHSSP strategy are as relevant 
now as they were when developed. An essential component of the NHSSP was a 
guarantee that women have free and universal access to basic and comprehensive 
maternity services during antenatal, intrapartum and postnatal care (DRTL, 2011b). The 
policy documents include commitments to further health promotion and education about 
pregnancy and risk, improving nutrition and women’s access to SBA during antenatal, 
labour, childbirth and post-partum (DRTL, 2011b). In addition, the documents identify the 
ongoing need for recruitment and training of an effective and competent health 
professional workforce, with provision of quality preservice and in-service education 
programs. This includes improving basic emergency obstetric care (BEmONC), early 
detection, management and/or referral for complications (DRTL, 2011b). Timor-Leste’s  
‘Basic Services Package for Primary Healthcare and Hospitals’ committed to providing 
(BEmONC) services in all districts and sub districts by 2010 (DRTL, 2007). 
Unfortunately, subsequent reports have noted the lack of trained staff and resources to 
provide BEmONC (Zwi et al, 2015).   
Essential services were also laid out in the Basic Services Package, (2007), and 
include the provision of basic primary care in Health posts, including SBA and essential 
newborn care in addition to ANC, PNC and Family planning (DRTL, 2007). An outreach 
service may also be provided by a higher level facility to a lower level facility through staff 
travelling to a lower level service with adequate supplies (DRTL, 2007). There is also 
mention of funding mobile motorcycle clinics and a designated mobile team to provide 
routine outreach in each district (DRTL, 2007). 
Other strategic approaches to maternal health service delivery outlined in the 
NHSSP included provision of a consistent supply of essential basic medical equipment, 
supplies and drugs and establishment of closer links between the community and 
healthcare facilities (DRTL, 2011b). This included closer collaboration between SBA and 
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informal healthcare providers such as TBA. Also, importantly, the NHSSP proposed 
establishing an effective monitoring and evaluation program which included supervision 
of health professionals, feedback on performance and a system of reporting and follow 
up on adverse events. This included the introduction of a mechanism for regular audit 
and a system of ‘no name-no blame’ to be implemented to investigate and act upon 
adverse events for women and newborn (DRTL, 2011b; DRTL, 2007; DRTL, 2005). 
There have been multiple and wide ranging policy responses, reflecting a broad 
understanding of the problems facing Timor-Leste. The policies acknowledge and adhere 
to a social determinants framework and there are still significant gaps in the 
implementation of these policies. These challenges are identified later in this chapter.  
2.10.1 The role of NGOs 
NGOs have been heavily involved in health service delivery since the withdrawal 
of Indonesian troops in August 1999. From September 1999 to July 2001, the national 
healthcare program was entirely delivered by NGOs (Cabral, Dussault, Buchan, & 
Ferrinho, 2013; Mercer et al, 2014). At that time, six national and 15 international NGOs, 
23 Catholic clinics, and four peacekeeping contingents (Mercer et al., 2014) provided 
healthcare services and WHO coordinated issues relating to public health risk. UNICEF 
coordinated the re-establishment of maternal and child healthcare, including 
immunization and emergency obstetric care through the network of health related NGOs 
(Mercer et al., 2014). Over time, this arrangement has set the precedent for a longer 
ongoing relationship between the Timorese MoH and NGOs who are prepared to engage 
in closer collaborative partnerships (Alonso & Brugha, 2006; Mercer et al., 2014). There 
are currently around 60 religious-affiliated, international aid and NGOs working in 
healthcare in Timor-Leste. The NGOs collaborate with the MoH to provide health 
services under mutually agreed principles and priorities (MOUs) in areas such as 
nutrition; maternal, newborn and child health; family planning; delivery of primary care 
and specialised services; mental health; and interventions for HIV/AIDS (DRTL, 2011b; 
58 
 
Mercer et al., 2014; Wallace, 2014). One successful program utilises mobile phone 
technology to improve women’s uptake of SBA (Nie et al., 2016).  The MoH continues to 
work with NGOs to improve coordination of all these services. Figure 11 illustrates health 
workers promoting an NGO maternity health promotion campaign. 
 
Figure 11. Staff with Liga Inan promotion. Ainaro district. Permission was given, photo 
taken by author. 
2.10.2  Human resources and healthcare services in Timor-Leste 
As already stated, after Indonesia’s withdrawal from Timor-Leste, there were few 
medical staff and only some nursing and midwifery staff remaining (The World Bank & 
OPM, 2015). Shortly after independence there were up to 230 midwives and 40 doctors 
working in the public sector (Snell et al, 2005). At this time, international assistance for 
infrastructure and healthcare personnel came from many countries such as Cuba, the 
United States and Australia. As noted earlier, in 2003, an agreement between the 
governments of Cuba and Timor-Leste, brought hundreds of Cuban doctors to Timor-
Leste to provide clinical and preventive health services (Anderson, 2010). Many Cuban 
doctors have limited tetum language skills and this impacts upon communication and 
service provision (Zwi et al., 2009). The Cuban government also offered scholarships to 
over 1000 Timorese students to study medicine in Cuba. The Cuban medical training for 
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Timorese students entailed a year of language training and basic science and then a 
further four years of medicine, focusing on health promotion, disease prevention, some 
diagnosis, treatment and rehabilitation (Asante Martins, Otimc, & Dewdneya, 2014). By 
2010, more than 900 Timorese students were in medical training (Anderson, 2010; Hou 
et al., 2016). In 2012, students who started to study in Cuba returned to Timor-Leste at 
the end of fourth year, to spend their last 2 years of training in the local Medical School. 
There is now a medical training school at the University of Timor-Leste (UNTL), which 
continues to be supported by the Cuban Medical Brigade (Ferrinho, Valdes & Cabral, 
2015). Other international donor agencies included Australian Aid (Department of 
Foreign Affairs and Trade [DFAT]) (DFAT, 2011). The Australian DFAT also supports 
postgraduate medical training programs, working through the Australian College of 
Surgeons (DFAT, 2019). 
The medical training program in Timor-Leste reflects the social model of health as 
espoused in Timor-Leste’s early policy approaches to the provision of healthcare. 
Anderson (2010) outlines how the medical training program was developed within a 
framework of emancipatory social medicine. This means medicine is taught in the 
context of a social determinants model, with graduates provided with a strong public 
health focus (Hastings, 2012). Dr Rui Arujo (Minister of Health 2002-2007 and again in 
2017-2018), describes the new medical training facility at UNTL in Dili. As developing 
graduates: “with a profound social focus, embedded in ethical and humanistic values, 
solidarity and good citizenship, called upon to transform the health situation in 
accordance with the expectations of the society” (Dr Rui Arujo quoted in Anderson, 2010, 
p.188). 
Whilst there are many medical graduates, serious shortages remain for nurses, 
midwives, pharmacist, managers, paramedical and specialist staff for laboratory and 
radiology imaging (Asante, Hall, & Roberts, 2011; Buchan & Weller, 2012; Dawson, 
Howes, Gray, & Kennedy, 2011; DRTL, 2011b; World Bank and OPM, 2015). The UNTL 
began pre-service degree programs in 2008 for nursing, midwifery and some allied 
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health programs (DRTL, 2011b). A number of private universities also provide some 
health professional courses. Currently the UNTL and other private colleges conduct the 
four year Bachelor of Midwifery (WHO & SEARO, 2018). This Bachelor program is 
written in compliance with the International Confederation of Midwives, Global Standards 
for Midwifery Education stipulations for full time pre-registration midwifery courses (Dili 
field notes, 25/01/2017; ICM, 2013).  
The majority of midwives who are already practicing in Timor-Leste have 
completed the one year Diploma 1 as the pre-registration qualification. There have been 
some opportunities for midwives to upgrade their education. In the past, the MoH has 
made scholarships available for senior midwives to facilitate travel and upgrade their 
midwifery qualification (the three year Diploma 3), in Kupung, Indonesia (Dili, field notes, 
25/01/2017).  
Shortages of resources, experienced clinical teachers and mentors to supervise 
both undergraduates and postgraduate health professionals (Asante et al, 2011; Buchan 
& Weller, 2012; Smitz et al, 2016; World Bank & OPM, 2015), however, hinder midwifery 
education in Timor-Leste. Figure 12 portrays the midwifery clinical laboratory at UNTL. 
Lack of clinical teaching, mentoring and supervision all impact upon the quality and 
capacity of clinical staff. In previous reports, many staff expressed a need or desire for 
further training and mentoring opportunities (Asante et al, 2011; Buchan & Weller, 2012; 
Smitz et al, 2016; World Bank & OPM, 2015). The majority of Timorese midwives are 
members of the Timor-Leste Midwives Association.  
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Figure 12. UNTL, Midwifery clinical laboratory. Photo taken by author.  
A number of recent evaluations have been undertaken on health professionals in 
Timor-Leste. Some of these note high levels of staff satisfaction, motivation and positive 
attitudes to clients (Hau et al, 2016; World Bank & OPM, 2015). Other reports comment 
upon inconsistent skill mix, lack of clarity and boundaries between healthcare cadres and 
a lack of equity in the geographical distribution of staff (Dawson et al., 2011; Smitz et al., 
2016; Snell et al., 2005; Zwi et al., 2015). Concerns are also noted about the level of 
competency of health service personnel, professional training that is not commensurate 
with the skills required and insufficient training of midwives and doctors in emergency 
obstetric care (Snell et al., 2005; Zwi et al., 2015, MoH, 2016). More training and 
supervision is recommended for all staff (Asante et al., 2014; Asante et al., 2011; Buchan 
& Weller, 2012; Dawson et al., 2011; MoH, 2011; World Bank & OPM, 2015; Zwi et al., 
2009).  
2.10.3 Health service infrastructure 
Maternal health is a priority identified by the Timorese MoH. This maternity 
healthcare is delivered through the mainstream health services. Reviews and reports of 
health services provide a general overview of the status of these services in general. The 
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reports note that a significant number of Health Posts (HP) do not have access to a 
regular water supply or electricity (World Bank & OPM, 2015). Indeed a more recent 
survey of WASH facilities in Timor-Leste noted that 75% of health services did not have 
running water or basic sanitation facilities (Quintão, 2018). There is a lack of facility, 
including infrastructure (water, power, communication) and supplies to provide basic 
services. In addition, there is lack of drug supplies, and in some services a lack of 
equipment to provide basic physical examination and assessment, for example, 
thermometer, BP machine, and scales (Smitz et al., 2016; World Bank & OPM, 2015; Zwi 
et al., 2015). These conditions clearly impact upon health workers’ ability to provide care. 
In addition, there is considerable role confusion and tensions between cadres of SBA 
(Zwi et al., 2015).  
These reports also identify the lack of uniform national referral guidelines, 
inexperienced staff in remote setting and the multiple nationalities and languages used to 
document and communicate care (Asante et al., 2011; Zwi et al,. 2015). Poor security 
and difficulties in accessing housing were also identified as issues for rural health 
workers (Buchan & Weller, 2012; MoH, 2016; Smitz et al., 2016; World Bank and OPM, 
2015; Zwi et al., 2015). There is also limited data collected about the performance of 
health agencies (Zwi et al., 2015). 
Poor or non-existent emergency obstetric care (EmONC) in Timor-Leste is one 
factor that contributes to ongoing poor maternal health outcomes. In 2017, during the 
author’s fieldwork, there was no EmONC training provided in Timor-Leste, nor had there 
been for some years (MoH, 2016; Zwi et al., 2015). Timor-Leste had one functional 
comprehensive emergency obstetric and neonatal care facility in Dili, and two fully 
functional basic emergency care facilities also in Dili (MoH, 2016). This means that the 
overwhelming majority of women with obstetric complications in Timor-Leste do not have 
access to emergency obstetric care, which meet international standards (MoH, 2016).  
Timor-Leste’s MoH were looking for international partners to support the 
implementation of a new EmONC strategy in Timor-Leste (MoH, 2017b). The Ministry 
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has been successful in that more recently, in 2018, UNFPA began a program of training 
staff and resourcing key referral hospitals and community health centres for the provision 
of EmONC (Personal correspondence, R. Larsons, Country Manager, UNFPA, 
19/9/2018). Overall, the provision of maternal healthcare services is problematic and 
challenging with concerns noted about the lack of training, resources and infrastructure. 
These issues will all have an impact upon the quality of services health professionals can 
provide as well as on maternal health.  
2.11 Barriers to accessing health services 
Research reports upon the challenges associated with access to health services 
(Khanal et al., 2015; Price et al., 2016; Wallace et al., 2018b; Zwi et al., 2009). These 
include a lack of roads, poor road conditions and a lack of transport to services. Figure 
13 illustrates the condition of the main roads in Vequeque district. In addition, there are 
significant costs associated with using services and major shortages of public and patient 
transportation (Buchan & Weller, 2012; NSD, 2009; Price et al., 2016; Wallace et al., 
2018; Zwi et al., 2009).  
 
Figure 13 Viqueque Baucau main road. Photo taken by author. 
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These associated transport costs are higher for regional and rural people (Wild et 
al., 2010). Women do not travel alone and are dependent upon other family members to 
give permission or accompany them to services (GDS, 2018; Health Alliance 
International [HIA], 2015; Price et al., 2016; Zwi et al., 2009). Reduced hours of opening 
(many rural services are only open from 9am to midday) also limit access (Zwi et al., 
2009; Asante et al., 2011; Price et al., 2016). The conditions of services, previous 
experiences and poor staff attitudes also discourage the uptake of services (Harrison, 
2016; Price et al., 2016).  
Previous researchers in Timor-Leste have noted that the Timorese have clear 
expectations about how they should be treated (Zwi et al., 2009). Women attending 
maternity services appreciated when they received good care (Wild, 2009) and 
recognised inexperienced healthcare workers. In some cases, women will by-pass local 
level services to ensure their access to more experienced health workers (Wild, 2009; 
Zwi et al., 2009). In addition, the Timorese do not appreciate poor staff attitudes, 
shouting, rudeness, or nepotism (Price et al., 2016; Wild, 2009; World Bank & OPM, 
2015; Zwi et al., 2009). Such cases of nepotism are demonstrated when family members 
or wealthier Timorese are seen before others who had been waiting longer (Price et al., 
2016). Sometimes, staff are unhelpful and impersonal, and there is little support helping 
patients negotiate their way around services (Price et al., 2016).  
Three studies report on community perceptions of maternity birthing services 
(Wild et al., 2010; Price et al., 2016; Zwi et al., 2015). These reports found that Timorese 
people appreciated clean facilities that are equipped with basic diagnostic and 
procedural equipment and staffed by qualified and well-trained staff (Zwi et al., 2009). In 
addition, the conditions of facilities do influence choices of birthplace (Wild et al., 2010). 
For example, women who are planning to use a facility to birth, also want qualified staff 
and medicines available to them (Price et al., 2016). Other concerns included a lack of 
privacy (HAI, 2015; Wild, 2009), and the risk of infection from other patients. This was 
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because sometimes pregnant/birthing women have to share rooms and facilities with ill, 
infectious patients (Price et al., 2016; Zwi et al., 2015).  
Another study noted that the outcome of previous pregnancies influences 
subsequent decision-making about place of birth. If the previous births were 
uncomplicated then the women/family were more likely to birth subsequently at home 
(Wild et al., 2010). In contrast, a bad previous outcome, or the presence of any factors in 
the current pregnancy which may denote risk, such as having a first baby, poor health or 
symptoms such as fever or bleeding, twins or post-dates pregnancies, motivated women 
and their families to access health services (Wild et al., 2010). There was also 
community concern about the lack of access to emergency obstetric care (Price et al., 
2016). Price et al., (2016) recounts the discussion where an informant tells of how a 
woman was referred from the clinic to a hospital but there was no hospital transport 
available. The woman was placed in a truck. On the way to the hospital, she delivers the 
baby in the truck. Both mother and baby die. The truck driver was unprepared to carry 
her any further once she had passed away. The woman and her baby were removed 
from the truck and her family were obliged to carry both mother and baby back to her 
village (Price et al., 2016, p. 535). This tragic situation illustrates the current, shocking 
shortage of resources and the impact of this on healthcare provision in some districts of 
Timor-Leste.  
The costs, time, trauma and frustration associated with attempting to use 
frequently unavailable and ill equipped services lead many Timorese to resort to 
traditional medicines, which in the context of this milieu, they consider a viable option 
(Price et al., 2016; Wild, 2009; Zwi et al., 2009). Demand for professional healthcare 
services is undermined by difficult conditions of travel, out of pocket expenses and the 
quality of care they receive when they arrive at services (Price et al., 2016; Zwi et al., 
2009).  
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2.12 Traditional beliefs and practices surrounding childbirth in Timor  
In Timor-Leste, people believe that they acquire their reproductive vitality from the 
ancestors and ghosts who live in the spirit world beneath the earth (Hicks, 2004). The 
ancestors have the authority to confer or withhold fertility; illness or infertility is often the 
result of malevolence, or neglect of social duties or other social transgressions (Wild, 
2009). These beliefs influence the family and women’s behaviour during pregnancy and 
childbirth (Hicks, 2004). Whilst Timorese do recognise that disease is spread from 
infected individuals to others (Wild et al, 2009), often the key causes of ill health and 
misfortune are attributed to human transgressions and the spirit world (Hicks, 2004; Zwi 
et al., 2009). These transgressions may be resolved if they are acknowledged by the 
family, addressed in confession, recanting of bad words, prayer or a visit to the uma lulik 
(sacred house of the lineage). The issues are also appeased through sacrificial offerings 
made to the ancestral spirits (Hicks, 2004; McWilliam, 1994). The traditional healer will 
mediate these ceremonies. Families keen to ensure there is no disharmony, will often 
employ a traditional healer such as a daya, the traditional birth attendant (TBA) liman 
bidaen or dukun, (traditional healers) to support them if the labour or birth is not 
progressing as it should (Zwi et al, 2009). A resolution may be pursued even as the 
woman is transferred to a birth facility (Zwi et al, 2009). 
Apart from social transgression, witchcraft or sorcery can also cause illness or 
infertility (Hicks, 2004). There are also ‘free spirits’ who operate in the wilderness and 
have the power to cause illness and trouble between people (Hicks, 2004). The free 
spirits tend to manifest themselves only to unaccompanied individuals; therefore, it is 
very important that pregnant women do not travel alone, particularly at night (HAI, 2008; 
Hicks 2004). These beliefs all impact upon women’s mobility and access to services.  
Almost fifty percent of Timorese women continue to birth at home with the 
assistance of family or daya (GDS, 2018). During the labour and birth the women may 
walk outside or about the house, they may birth in an upright position, on a bamboo 
platform or on the ground beside a fire or smouldering coals (Livermore, 1992). The 
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woman may hold or pull on a hanging rope to support her bearing down. Her husband or 
another relative may support her, standing behind, or rubbing oil onto her abdomen 
(Livermore, 1992). Fundal pressure on the abdomen may be used in an effort to expedite 
the birth (March, 2011; Livermore, 1992).  
There are a number of factors cited as influencing decisions to birth at home 
including a desire to maintain family and social support, previous successful home birth 
and access to traditional therapies for labour and birth. Traditional therapies include 
upright postures, pulling upon a rope and hot water used to wash after the birth. 
Intergenerational decision-making, whereby the elders or husband decide upon the place 
of birth and maintaining intergenerational continuity, are other issues mentioned (Wild, 
Kelly, Martins, & Barclay, 2009).  
The Timorese have a belief system based on humoral balance in relation to 
notions of health and illness (Helman, 2007). These notions of ‘hot’ and ‘cold’ are 
prevalent during the pregnancy, birth and the postnatal period (Wild et al., 2009). During 
the pregnancy, the woman is deemed to be in a ‘hot’ state. In order to maintain a balance 
or equilibrium, food taboos restrict foods classified as ‘hot’, and the woman must eat only 
those foods deemed as ‘cold’. After birth, the woman is thought to be in a ‘cold’ state. As 
such, she is vulnerable to cold elements such as cold water and winds and is provided 
with a range of caring practices designed to heat her and restore her equilibrium 
(Edmonds, 2005; Wild et al., 2009). These practices include taking foods classified as 
‘hot’ such as porridge with corn, soybeans and chicken, which also support recovery and 
promote breastfeeding (Livermore, 1992; Wild et al., 2009). (For further discussion of 
these binary food classifications see Appendix One).  
After childbirth, the woman enters a period of seclusion inside the house or birth 
hut, cared for by family for up to six weeks. It is during this period that traditional 
practices are used to ‘heat’ the woman, these include the use of a fire, hot coals, smoke 
and daily hot showers (Edmonds et al, 2005). The fire or hot coal embers are often 
burning beside or under the slatted bamboo bed (Livermore, 2002). The length of time a 
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woman remain secluded at home varies, but is usually longer with the first baby (Wild, 
2009). This time also varies between districts, and depend upon the family support 
available, the woman’s commitments and the established practices of the family (TAIS, 
2007). Relatives and the traditional healthcare providers, the daya or the dukun, may all 
use a range of traditional medicine to restore equilibrium, or treat specific problems 
during the pregnancy, labour and childbirth (Dawson et al., 2011; Price et al., 2016; Wild 
et al., 2009). Timorese traditions and practices continue to be influential and inform the 
advice women receive from family and community during pregnancy and childbirth.  
2.13 Justification of the research 
In all measures of reproductive health, maternal mortality, teenage pregnancy, 
total fertility and uptake of family planning, Timorese women experience higher levels of 
risk, morbidity and mortality than women from the majority of other South Asian countries 
(Bhandari, 2012; The World Bank, 2017). International policy approaches recommend 
that childbirth with a SBA is the best way to reduce maternal mortality (Koblinski et al., 
2006). These policy approaches encourage strategies to facilitate women’s access to 
SBA, whilst the strategies targeted at the integration or not of TBA have changed course 
a number of times. The current policy direction from WHO, promote a more formal 
collaboration between SBA and TBA/lay health worker, particularly when access to SBA 
is limited (WHO, 2012; 2015a). Timor-Leste has developed strong policy approaches to 
maternity care provision. Despite this, just under half of women birth at a facility with an 
SBA, and the percentage is lower in rural areas and regional districts (GDS, 2018; NSD, 
2010).  Recently published research discusses factors influencing women’s decision-
making about accessing antenatal care (Wallace et al., 2018a. 2018b). However, there 
have been no recent studies which comprehensively explore why women are not 
accessing SBA services in Timor-Leste. This research will provide valuable insights into 
the issues and contexts of decision-making and access to SBA during pregnancy and 
childbirth in Timor-Leste. 
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2.14 Summary 
This chapter has outlined the literature search strategy and then reviews the 
international benchmarks for women’s reproductive health that currently inform 
international approaches to the reduction of maternal mortality. The review includes a 
background to the Safe Motherhood Initiative and highlights current issues and concerns 
with the provision of maternal health care in low and middle income countries. This is 
followed by a discussion of the socioeconomic, political and cultural contexts influencing 
maternal health in Timor-Leste. The final section of this literature review chapter outlines 
Timor-Leste’s national policy priorities for the provision of maternal health care, the 
health service infrastructure, the key issues impacting upon maternity health care 
provision. The literature review identifies that there have been no recent comprehensive 
studies exploring why women are not accessing SBA services in Timor-Leste. This 
research addresses the gap identified in the literature.   
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3 Chapter Three: Methodology and methods 
3.1 Introduction 
This chapter provides an overview of the methodology and research design used 
to undertake this study. The chapter begins by framing the methodological approach 
including the theoretical models underpinning the research. A number of theoretical 
approaches include sociological models of social structure and human agency (Bourdieu, 
1977; Foucault, 1973; 1979; Giddens, 1990; 1991), in addition to theory of 
intersectionality and women’s gendered agency (Bowden & Mummery, 2009; Meyers, 
2004). Other health care paradigms included a social determinants (Marmott, 2015), and 
cultural safety frameworks (Ramsden, 2002). Focused ethnography is the qualitative 
methodology used. In addition, the overall data is analysed and structured using a 
modified AAAQ framework (OHCHR, 2000). This chapter also discusses the research 
design and process in addition to the ethical considerations and rigour applied to this 
research project. 
3.2 Qualitative methodology 
A qualitative methodology approach is used in this research design. Qualitative 
enquiry is naturalistic and interpretive, drawn from the study of naturally occurring human 
activity and phenomena (Crotty, 1998). Methodologies that are appropriate to qualitative 
enquiry attempt to understand the meanings that social actors bring to their world. 
Qualitative researchers critically examine the data using an inductive process to move 
beyond description toward concept development and development of explanatory theory 
(Bazeley, 2013; Mayan, 2009). This is in contrast to quantitative research, which is 
mainly a deductive process, in quantitative research, the research is conducted to test an 
already formulated theory and/or hypothesis (Burns, Grove & Gray, 2011; Mayan, 2009).  
The focus of qualitative research is on people or cases, their agency and their 
“situated interrelatedness” in a particular context (Bazeley, 2013, p. 5). Cases may be 
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individual or a designated collective entity representative of a unit of analysis (Zion-
Waldoks 2003). Broader theoretical concepts can be drawn from singular cases. This is 
because all cases are embedded within social contexts and as such, they reflect the 
structural dimensions of the social order they occupy (Silverman, 2011). Qualitative 
research is conducted in natural settings, the researcher is the primary instrument 
interpreting the phenomenon, and as such, they draw upon diverse theoretical 
paradigms and a range of qualitative research methods and strategies (Denzin & Lincoln, 
1994).  
The choices of research methods depends upon the research question asked. In 
qualitative research representations are developed through a series of data collection 
techniques including case study, interviews, field work, participant observation, 
conversation, field notes, artefacts, audio and visual photos and recordings (Denzin & 
Lincoln, 2011). Qualitative researchers may combine a range of interpretive practices, 
and are deemed ‘bricoleurs’ in that they assemble meaning through the application of a 
method and analysis informed by an epistemological approach (Denzin & Lincoln, 2011; 
Kincheloe, McLaren, Steinberg & Monzo, 2018).  
Research participants also contribute to the creation of the meanings from the 
data (Olesen, 2018). However, the researcher is the primary instrument of interpretation 
of the data (Merriam & Associates, 2009). This can, however, be problematic as 
identified during what is termed the crisis of representation or the fourth movement in 
qualitative methodologies whereby theorists considered the implications of the author’s 
own background, drawing upon their experience of class, gender and race to develop 
their understandings and interpretations of the phenomena being studies (Denzin & 
Lincoln, 2018b). 
3.2.1 An ethnographic methodology 
Ethnography entails the study of people in naturally occurring settings using 
methods that capture the social meanings embedded in ordinary activities (Brewer, 
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2000). People engage in a cultural environment whereby they attribute meanings, which 
are constituted and interpreted in the context of the social relationships and behaviours 
where they are engaged (Brewer, 2000; Hammersley & Atkinson, 2007; Merriam & 
Associates, 2002). Whilst ethnographic methodology has a particular historical context, 
originally used in anthropological fieldwork (Glesne, 2016), more recently ethnography is 
widely used in anthropology, sociology, education and nursing (Glesne, 2016).  
Those ethnographic approaches applied in western contexts can be traced back 
to researchers such as Goffman (1968), and the Chicago school of sociological 
ethnography (Knoblauch, 2005; Spradley, 1979). Ethnographic approaches “refer to 
practices that seek to interpret people’s constructions of reality and identify uniqueness 
and patterns in their perspectives and behaviours” (Glesne, 2016, p. 45). Critical 
approaches to ethnography have the potential to be emancipatory in that they enable 
marginalised groups to offer divergent and alternative points of view. (Foley & 
Valenzuela, 2008; O’Shaughnessy & Krogman 2012). These knowledges can often be 
suppressed in the context of dominant systems (Merriam & Associates, 2002), in 
addition, the counterpoints provide opportunities for a reflection upon the capacities for 
alternative practices (Madison, 2012).  
The research aimed to understand the participants from their emic or own 
perspectives (Fetterman, 2010). With an emphasis upon shared meanings (Glense, 
2016). An emic perspective also presupposes or acknowledges multiple perspectives of 
others (Fetterman, 2010). Typically there is also: 
a tension between treating accounts of the people being studied as 
sources of information about themselves and the world they live in, and 
treating those accounts as social products whose analysis can tell us 
something about the socio-cultural processes that generated them 
(Hammersley & Atkinson, 2007, p. 46). 
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In the past ethnography has been associated with exploitative colonial practices, 
and this has resulted in a greater need to reflect upon processes of representation 
(Brewer, 2000; Denzin & Lincoln, 2011). For example in the eighteenth and nineteenth 
centuries, colonising European nations relied upon the research of sociologists and 
anthropologists to produce knowledge and explanatory frameworks for the unfamiliar 
cultural beliefs and practices of the diverse societies they had colonised (Denzin & 
Lincoln, 2008b). The knowledge gathered by these researchers informed English and 
European imperialism in these colonised countries (Brewer, 2000). This colonial history 
effectively turned peoples of diverse cultures into an object of ethnographic gaze and 
representation. Some claim that “from the beginning qualitative research, in particular 
ethnography is implicated in racist practices” (Denzin & Lincoln, 2008a, p. 2). This is 
particularly relevant in this instance as the research project was conducted in Timor-
Leste, a post-conflict, post-colonial state. Timorese nationals therefore may be sensitive 
to a western gaze. These historical issues contributed to contemporary controversies 
within the social sciences about issues of rigour in authenticity and representation 
(Brewer, 2000), which will be discussed later in this chapter.  
Contemporary ethnographic approaches include critical ethnographic 
methodologies, which are concerned with the development of innovative narratives that 
represent other people’s worlds differently (Denzin & Lincoln, 2008b; Kincheloe, Mclaren, 
& Steinberg, 2012). A sociological ethnography is also different from traditional 
ethnographies in that this type of ethnography begins with considerable knowledge, and 
understanding of the context of the field to be researched (Knoblauch, 2005). One 
variation of a sociological adaption of ethnography is focused ethnography. 
3.2.2 Focused ethnographic methodology 
An important distinction between traditional ethnography and focused 
ethnography is that focused ethnography tends to investigate a particular issue rather 
than concentrate upon a broad cultural group (Mayan, 2009; Wall, 2015). Usually the 
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researcher enters the field with a general rather than specific focus of research (Wall, 
2015). Traditional ethnography attempts to be broad and holistic (Fetterman, 2010). 
Focused ethnography is based upon the notion that cultural groups do not need to be 
living in exotic overseas places, defined by geographical or ethnic identities, rather, 
cultural sub groups are found inside any community (Mayan, 2009).  However, focused 
ethnography has the capacity to canvas and integrate cultural beliefs and experiences as 
they relate to health. Women’s reproductive health in Timor-Leste is interwoven within 
tradition, social roles and interactions and can be captured using ethnographic 
methodology. In addition, midwives are also influenced by cultural and social knowledge 
and expectations. One example of cultural knowledge influencing Timorese beliefs and 
perceptions about pregnancy and childbirth are the ontological beliefs which incorporate 
the role of spirits and ancestors in illness causation.  
 Focused ethnographies are often used in practice-based disciplines such as 
nursing and midwifery (Cruz & Higginbottom, 2013; Kerrison, 2015; Salman, Zoucha, & 
Nawafleh, 2018). This methodology does consider how cultural beliefs, attitudes and 
practices influence health behaviours.  Focused ethnography is uses ethnographic 
methods of data collection such as participant observation, field notes and case study 
(Brewer, 2000; Hammersley & Atkinson, 2007; Merriam & Associates, 2002). 
3.3  Epistemology and representations of knowledge 
This section provides an overview of the terms, which are central concepts that 
underpin the conduct of all research and knowledge creation. Epistemology is concerned 
with the nature and scope of knowledge. The antecedents of epistemology stem from 
Greek and later Enlightenment philosophical teachings (Harding, 1991). Epistemology is 
a theory of knowledge that “denotes a set of assumptions about the known world” 
(Harding, 1987, p. 3). These ways of knowing are developed using qualitative and 
quantitative research methodologies. Quantitative researchers tend to seek out or test 
hypothesis that lead to a definitive objective result, which may then be applied to other 
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settings. In contrast, qualitative researchers debate the true nature of objectivity and 
claims to universal truths and knowledges as fixed, immutable artefacts. Qualitative 
researchers suggest that knowledge is contextual and related to the socioeconomic and 
historical context of the research and the researcher (Denzin & Lincoln, 2008b; Harding, 
1991; Olesen, 2018). In addition, qualitative researchers accommodates broader 
understandings or shades of knowledge, be as they may conflicting, contextual and 
subjective. These multiple dimensions of truth or truths, reflect a difference of 
epistemological stance between qualitative and quantitative researchers in relation to the 
production of knowledge  
Many qualitative researchers acknowledge that objectivity is not desirable and 
that researchers should make their interests and concerns apparent. A neutrality for the 
sake of objectivity neutralises and “discourages dialogues and discourses across 
differences, prevents exchange of ideas and becomes a means to accumulate and 
monopolise symbolic capital” (Savyasaachi, 1998 p. 90). These debates are revealed in 
various critical perspectives which reject positivism and claims of neutral and value free 
truths that evolve in isolation of the social and cultural milieu in which the researcher 
operates (Agger, 2006; Brewer, 2000). Some examples of these perspectives include 
post-modern approaches which support a high a degree of abstraction and relativity 
(Agger, 2006). These approaches, however (O’Shaughnessy & Krogman, 2012; Harding, 
1991), may be useful in that they highlight the potential for multiple subjectivities rather 
than a common experience of all.  
3.4 Theoretical framework underpinning the research  
A number of different theoretical frameworks were used to inform the research 
questions, the organisation and analysis of the data. These approaches include the core 
sociological concepts of structure, agency, intersectionality in addition to healthcare 
paradigms of social determinants and cultural safety. These theoretical stances develop 
the contexts of individual agency as they engage with overarching powerful 
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socioeconomic and political processes and institutions such as the family, the Church, 
government, professional organisations and local community (Foucault, 1973 1979 
Giddens, 1990; 1991; Turner, 1995). In addition, the framework using criteria of Access, 
Availability, Acceptability, Quality (AAAQ) framework, is adapted from the Office of the 
High Commission for Human Rights (OHCHR) to organise and discuss the key findings 
from the data (OHCHR, 2000; Homer et al., 2018). Each of these approaches are 
discussed in more detail.  
The term structure is used extensively in sociological and social theory and 
denotes institutional aspects and categories of social life, for example, political, religious, 
professional institutions in addition to categories such as class, gender and politics that 
assert influence, designate order and categories, social membership and stratification of 
social life. The key to the application of structure as a theoretical construct is that once 
an entity is designated as structure then this has the function of ‘structuring’ (influencing) 
some other aspect of social existence (Sewell, 1989). In contrast the term agency is 
used to describe the analysis of human action, including, “an account of the conditions 
and consequences of action” (Giddens, 1975, p. 49). For example, Turner, notes that the 
discipline of sociology has typically been concerned with the relationship “between 
human action and the structural determination of social relations, which act as 
constraining elements which in general we may describe as power relations” (Turner, 
1995, p. 3). Structural equality and inequalities are produced through various 
juxtapositions of structure and agency.  
Social theorists expound upon how and why modern structural institutional power 
is exerted on individual and collective bodies, and how in turn humans respond with 
agency, autonomy and self–determination (Armstrong, 1983; Bourdieu, 1977; Foucault, 
1973; 1975; Giddens, 1990; 1991; Turner, 2008). Foucault provides a critique of modern 
institutional development as a response to the pressures of populations in industrial cities 
of nineteenth century Europe (Foucault, 1973). In this context, new forms of knowledge 
and process were important for surveillance and discipline through statutory and 
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institutional regulation of urban populations. Foucault stresses the body’s involvement in 
political relations in terms of “being the object of techniques and strategies that bear on 
its material structure in order to channel, train, mould and subject it, rendering it docile for 
economic and military purposes” (Foucault, 1979:p. 101). Biomedicine is also implicated 
in the assertion of institutional power and the discipline of bodies (Armstrong, 1983; 
Foucault, 1973; Turner, 2008).  
Bourdieu (1977) and Giddens (1991) develop further theoretical positions that 
explore the tensions and processes involved in the interplay between structure and 
agency. Bourdieu’s (1977) concepts of habitus are influential in understanding the 
profound impact of class, culture, and other social milieu of field, such as education or 
professional membership upon the reconstitution or action of individual agency 
(Bourdieu,1977). Anthony Giddens’ work extends Bourdieu’s conceptual frameworks to 
provide a broader understanding of the increasing dynamism of both institutions and 
individual agency in late modernity. In his critique of what he denotes’ high modernity’, 
Giddens argues there is a higher and unprecedented level of impact and mutual 
dynamism termed ‘reflexivity’ between individual agency and social institutions 
(Giddens,1990).  
Western concepts of agency conceive of the self, as a moral agent, independent, 
impartial, self-determined and self-interested (Bowden & Mummery, 2009). Whereby the 
self has the power and capacity to exercise free will and make meaningful and 
empowered choices, used within the constraints of socially condoned actions (Bowden & 
Mummery, 2009; Isaacs, 2002; Meyers, 2000).  
The concepts of agency and autonomy are intertwined (Bowden & Mummery, 
2009), and are inherently bound up in masculine ideals of character, these being, 
individualism, rationalism and self–determination which ignore women’s socialisation and 
care giving roles (Mackenzie & Stoljar, 2000). Archer (2004), argues that individual 
agents cannot be fully autonomous as all are interdependent upon other humans 
(Archer, 2004). In addition, women tend to be socialised into caring roles that entail 
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responsibility to others. Therefore, women have unique and necessary strengths, and 
their socially connected and necessary role and responsibility to others may temper or 
mitigate their autonomy (Meyers, 2004). Therefore, alternative depictions of agency and 
autonomy are developed in recognition of woman’s different contributions (McNay, 2000; 
Meyers, 2004). 
Relational autonomy is an umbrella term developed by Mackenzie and Stoljar 
(2000), to incorporate constructs of an autonomy focusing upon human social 
embeddedness and interdependence with one another. These complexities are explored 
to provide a richer concept of agent, one recognising that people are really making 
choices, in relation to their responsibilities to others, as opposed to an unencumbered 
self (Mackenzie & Stoljar, 2000). Therefore, “relational approaches analyse the 
implications of the intersubjective and social dimensions of selfhood and identity” 
(Mackenzie & Stoljar, 2000, p. 4). 
Notions of structural inequality and agency are prevalent in international gender 
and health discourses (Heitmeyer & Unnithan, 2015). In this research, the focus was 
upon privileging the woman’s experiences, providing women with a forum to express 
their opinions about the multiple contexts of their access and use of maternal health 
services in Timor-Leste.  
3.4.1 Intersectionality 
Intersectionality is a theoretical approach developed initially by feminist theorists 
(hooks, 1992; Kabeer, 2005; Mohanty, 1984), that identified issues of race, class, 
ethnicity and gender and other sub or marginalised groups as closely intertwined forms 
of stratification or dimensions of disadvantage (hooks, 1992; Kabeer, 2005; Mohanty, 
1984). Memberships to these stratified categories contribute to complex inequalities and 
relationships that inform early critiques of structural inequalities, particularly in relation to 
discourses regarding non-western women’s experiences (McCall, 2005; Mohanty, 1984). 
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Feminist theorists representing different racial or other minority groups identified 
elements of intersectionality in their analysis of the western centric feminist theory, which 
did not reflect the broader experiences of coloured, colonised or non-western women 
(hooks, 1992; Mohanty, 1984). These critics argued that when assumptions were made 
about all women as sharing a common experience of subordination or oppression this 
denied the intersectional impacts of race, colour, marginality, exclusion, class, sexuality 
and colonisation upon woman’s individual experiences (hooks, 1992; Mohanty, 1984). 
Notions of intersectionality are now integrated into broader interdisciplinary discourses 
(McCall, 2005; Risman, 2004).  
Concepts of intersectionality apply to all groups, not just marginalised women 
(Bastos, Harnois, Paradies, 2018; Olesen, 2018; Silko, 2007). These theoretical 
approaches to intersectionality are invariably reflecting upon how various socially 
constructed and institutionalised elements of society impact upon the experience and 
expression of human autonomy and agency. Categories of intersectionality are 
interactive rather than accumulative, and whilst some divisions are more important than 
others, there remain questions of which categories are significant and how one 
rationalises choices of some categories over others (Hancock, 2007). These categories 
of intersectionality each impact upon women’s health and potential for individual agency.  
3.4.2 Social determinants approaches 
The social determinants paradigm focuses upon the specific conditions of living 
as measurements of social and economic inequalities which impact upon health and 
well-being (Marmott, 2015). The social determinants of health are defined as “the 
conditions in which people are born, grow, live, work and age. These circumstances are 
shaped by the distribution of money, power and resources at global, national and local 
levels” (WHO, 2019, p 1). A social determinant framework acknowledges the impact of 
the inequitable distribution of power and opportunities (both globally and nationally) upon 
governance, economy, infrastructure and quality of services (Commission on the Social 
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Determinants of Health [CSDH], 2008), and also people’s access to information, capacity 
for decision-making and access to life opportunities. Therefore, the inequitable 
distribution of power and resources across populations produces unequal health 
outcomes (Khanna & Subha Sri, 2017). These social determinants are measured 
through the outcomes resulting from peoples’ access to education, employment, early 
childhood nutrition and development, gender equity and public health systems in addition 
to their experiences of marginalisation, discrimination and globalisation. Overall, it is 
believed that these structural socioeconomic and political issues contribute to the 
majority of health inequities noted within and between countries (WHO, 2019). As such, 
many policies and programs that can improve health are outside the realm of healthcare 
(Nambiar & Muralidharan, 2017). A social determinants approach to health has been 
used to frame the context of maternal health in Timor-Leste, as discussed in Chapter 
Two.  
The social determinants paradigm is influenced by international human rights 
based approaches (HRBAs) and are reflected in the international development goals set 
by the United Nations. These include both the Millennium Development Goals, 2000-
2015 [MDGs] and the Sustainable Development Goals, 2015-2030 [SDGs] (Langford, 
2015; Gruskin, Bogecho & Ferguson, 2010; Yamin, 2013; Yamin & Frisanchao, 2015). 
These goals continue to set targets for an equitable access to a broad range of social, 
political and economic conditions to support widespread health and poverty alleviation. 
This thesis acknowledges the centrality of social determinants to birthing outcomes in 
Timor-Leste while also exploring the women’s scope for relational autonomy and agency 
acting within broader socioeconomic frameworks. 
3.4.3 Midwifery relationships, cultural safety and the AAAQ framework 
The discipline of midwifery is aligned to biomedicine but preserves a level of 
disciplinary autonomy. This is particularly marked in the area of midwifery’s espoused 
epistemological and theoretical approach to sharing power in midwifery relationships with 
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women. Midwives work to develop respectful, meaningful relationships with women in 
order to provide midwifery care over the continuum of reproductive healthcare (Pairman 
& McAra-Couper, 2015). This midwifery partnership, a model developed in New Zealand, 
focuses upon a mutually negotiated relationship involving respect, trust, shared control 
and responsibility (Guilliland & Pairman, 1995). In this relationship, midwives work to 
support and respect the women’s “self-determination, whereby the childbearing woman 
is recognised as expert, able to define her own needs, to control her own experiences, 
and to determine the appropriateness of the midwifery care she receives” (Pairman & 
McAra-Couper, 2015, p. 383). The model articulates a shift of power and medical 
dominance away from the care-providers to the childbearing women to promote mutually 
negotiated outcomes (Pairman and McAra-Couper, 2015).  
Another theoretical framework developed in New Zealand is the framework of 
‘Cultural Safety’, which is helpful in framing the terms of the midwifery relationship 
(Pairman & McAra-Couper, 2015; Ramsden, 2002). Cultural safety is a theoretical 
approach, which like the social determinants paradigm, focuses upon broader structural 
issues and inequities that contribute to individual or group health status, rather than 
emphasising individual behaviours or beliefs (Williamson & Harrison, 2010). 
In this context, culture is defined broadly to include, ethnic and racial differences 
but also difference in gender, age and generation, sexual orientation, socio-economic 
status or any other marginalised group or migrant experience, religious or spiritual belief, 
and disability (Pairman & McAra-Couper, 2015). When providing the conceptual 
component of ‘cultural safety’, there is an onus upon the healthcare practitioner to reflect 
and examine their own values and positionality in terms of their cultural heritage, 
knowledges and implicit understandings culture hierarchy, power and marginality of other 
groups (Phiri, Dietsch, & Bonner, 2010).  
The cultural safety model developed by Irihapeti Ramsden, is a response to her 
experience of colonisation and marginalisation as an indigenous Maori nurse (Ramsden, 
2002). Ramsden (2002) draws upon the unique context of European colonisation in New 
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Zealand and the consequent Treaty of Waitangi that recognises the unique culture and 
self-determination of Maori peoples. The cultural safety model challenges institutional 
and other interpersonal social structures which serve to weaken the cultural identity or 
well-being of an individual (Phiri et al., 2010). Another attribute of cultural safety is that it 
embraces the notion of a rights based relationship between care-giver and the recipient 
of care based upon a mutual recognition and understanding of the self, the rights and 
responsibilities of others and the legitimacy of difference (Nursing Council of New 
Zealand [NCNZ], 2002; Papps & Ramsden, 1996).  
The model of cultural safety is a relative phenomenon in that it exists only when 
the recipient of healthcare deems that the care is culturally safe (Pairman & McAra-
Couper, 2015). This is a subjective perception, defined by those who receive the service 
(Pairman & McAra-Couper, 2015). Educational strategies used in cultural safety training 
promote the health professionals’ awareness of the emotional, social historicopolitical 
context of people’s lives. These strategies recognise that the suppression and 
destruction of culture brings about distress and inequity, which is reflected in the disparity 
in health statistics between indigenous and non-indigenous peoples in New Zealand and 
other colonised countries such as Australia (Kildea, Kruske, & Sherwood, 2015; Tupara 
& Clarke, 2015). The focus of training is to promote the nurse or midwife’s reflection 
upon their attitudes and behaviours and the exchanges and power relations that are 
negotiated (Ramsden, 2002). In addition, health care providers recognise that respectful 
attitudes are critical to caring for vulnerable people in need of help (Ramsden, 2002).  
More recently, theoretical approaches of cultural safety are congruent with 
international policy advances which advocate for culturally appropriate respectful 
maternity services for women and their families in all countries (Tuncelp et al., 2015; 
UNFPA, 2014b; 2015a; 2018). Respectful maternity care (RMC) recognises women’s 
human rights to health care which when provided equitably will maintain the dignity, 
privacy, confidentiality and comfort of all women (WHO, 2015a) 
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Indigenous women in many countries do not have access to respectful, culturally 
suitable care (Corcoran Catling, & Homer, 2017). Poor quality services include a lack of 
privacy, poor communication and interpersonal skills (Tuncelp et al., 2015). A lack of 
culturally congruent maternity care sits within a broader suite of issues deemed poor 
quality, disrespectful and even abusive maternity care (Bohren et al., 2015: Filby, 
McConville, & Portlea, 2016). 
The final conceptual model used in this research project is the AAAQ framework 
developed by the Office of the High Commissioner for Human Rights (OHCHR). These 
standards were developed to measure and evaluate how healthcare in different countries 
is supporting people’s basic human right to health. This basic right is codified in 
international human rights laws (Office of the High Commission for Human Rights, 
[OHCHR], 2000). These rights are spelled out most comprehensively in Article 12.1 in 
the International Covenant on Economic and Social and Cultural Rights (CESCR), which 
recognise the right of all to the enjoyment of the highest attainable standard of physical 
and mental health (OHCHR, 2000). It is recognised that the socioeconomic and political 
conditions of a nation does influence the extent to which these rights to health can be 
facilitated (OHCHR), 2000).  
The AAAQ framework evaluates the effective coverage of a health care system 
based upon the four domains of Availability, Accessibility, Acceptability and Quality of 
health services (AAAQ). This framework is acknowledged by WHO (2004b) and applied 
analytically in a variety of settings to critique and evaluate the enablers and barriers to 
effective global maternal and child health coverage (Homer, et al., 2018; Levesque, 
Harris, & Russell. 2013; UNFPA, 2014b).  
The current model recognises that the right to health entails essential and 
interrelated elements, these include: Availability: functional well-resourced public health 
and healthcare facilities with underlying infrastructure, potable water, sanitation, services 
with adequate number of trained regulated staff supported by essential medications and 
resources. The services need be Accessible, in that they are physically, informationally 
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and economically accessible and universally available without discrimination. The 
services must be Acceptable, respectful of ethical mores and culturally appropriate 
respectful and confidential of the culture of individuals and minorities. The services must 
have Quality in that as well as culturally acceptable the services comply with 
international standards of accreditation, regulation, monitoring and evaluation, health and 
safety, human resource management including measurement of workplace performance 
(OHCHR, 2000; Homer et al., 2018;UNFPA, 2014b). 
Women’s reproductive roles in Timor-Leste are entangled within traditional laws 
and customs, family, religion, national and professional discourses which all exercise 
authority and influence upon their access and use of maternity services. Theoretical 
constructs of structure and agency, intersectionality, a social determinants framework, 
cultural safety and AAAQ models are informative in providing a basis to critically 
understanding the current multiple contexts of access to SBA services in Timor-Leste. 
These frameworks are also used to inform subsequent approaches to strengthening SBA 
services in Timor-Leste. A focused ethnography is deemed to be an appropriate 
methodology as this methodology can capture the cultural nuances impacting upon 
health beliefs about pregnancy and childbirth. Therefore, this research project draws 
upon these various theoretical positions to critically examine the barriers and enablers to 
women’s access and use of services during childbearing in Timor-Leste. To do so 
requires an understanding of notions of women’s agency within the context of family 
hierarchy, traditional and socio-economic conditions and women’s experiences and 
expectations of care during pregnancy and childbirth. These combined theoretical 
approaches provided a multidimensional response to the research problem.  
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3.5 The research design 
3.5.1 Aims and objectives 
This section presents the research question and objectives of the current study.  
The research question: What are the barriers and enablers to women’s access and use 
of skilled birth attendance in three districts in Timor-Leste?  
Research objectives underpinning this research were the following:  
1. To examine current national policy approaches and how they are enacted in 
Timor-Leste from the point of view of key stakeholders 
2. To explore the proximate circumstances surrounding choice and decision-
making about care by mothers and their families during pregnancy and 
childbirth 
3. To identify women’s expectations and experiences for care during pregnancy 
and childbirth 
3.5.2 The setting for the data collection 
Research was conducted with Timorese women and stakeholders in three 
districts of Timor-Leste. This research was undertaken over two time periods. The first 
phase conducted in December/January, 2016-17, entailed a stay in Dili of eight weeks. 
The second stage of data collection was in May/June, 2017, when data were collected in 
the districts Viqueque and Ainaro. The three districts where data collection took place are 
described here. 
3.5.2.1 Dili 
Dili is one of the 13 districts of Timor-Leste and has a population of 252,884 
(DRTL, 2016). This district is predominately urban and is the administrative capital of 
Timor-Leste since 1769. Dili is situated on the north coast (refer to Figure 14 ).  
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Figure 14. Dili district2. 
Dili is the smallest district with the highest population. There are six subdistricts, 
Dom Aleixo, Vera Cruz, Nain Feto, Christo Rei, Metinaro and the island Atauro. Dili has a 
deep harbour and is encircled by mountains (refer to Figure15). The district has a 
National referral hospital, six community health clinics which operate SISCa, and two 
health posts. In addition, there are several private not for-profit clinics: for example Bairo 
Pite clinic and Marie Stopes clinics (DRTL, 2002b). 
 
Figure 15. Low tide looking back towards Dili. Photo taken by author. 
3.5.2.2 Viqueque 
Viqueque is a large district in Timor-Leste situated southeast of Dili (refer to the 
map in Figure 16). This rural and relatively remote district has a population of around 76, 
                                               
2 http://Timor Leste.gov.tl/?p=91&lang=en 
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333 and the main language group is Macassai (DRTL, 2016; NSD, 2010). The area is 
predominantly known for small-scale agriculture where farmers produce a variety of 
vegetables and fruit including maize, cassava and rice. (Japan International Cooperation 
Agency [JICA] Sanyu Consultants Inc, 2015). There is also livestock including buffalo, 
cattle and goats, fishing, and some small-scale timber milling (NSD, 2010). 
 
Figure 16. Viqueque district3. 
The main administrative town is also called Viqueque, situated in the sub-district 
of Viqueque. Another four subdistricts include Lacluta, Ossu, Uato-Lari, (also known as 
Leca or in Tetum Watu-Lari) and Uato Carabau (or in Tetum Watu-Carabou). Viqueque 
town is built along the edge of the river Cuha. Figure 17 shows a view of Vequeque 
township with the Catholic church in prominence. The town and other hamlets are 
located on both sides of the river. There is a district hospital and community health 
centre in the main town. In each of the five sub-districts there is a community health 
centre and up to six health posts administered by the community health centre. There 
are also outreach community SISCa coordinated from the health posts (Field notes, 
Viqueque, May 24, 2017). 
                                               
3 http://Timor Leste.gov.tl/?p=91&lang=en 
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Figure 17. Viqueque township. Photo taken by author. 
When I arrived in Viqueque on May 21st 2017, the wet season was still well 
entrenched. The roads were flowing and the river turbulent and muddy. In flood the river 
is too deep and dangerous to walk through, however, during the dry season people do 
walk across the river. Viqueque township is strung along the main road, which follows the 
course of the river for a couple of kilometres. There was one narrow pedestrian bridge, 
many villagers were unprepared to walk to the bridge and instead simply walked across 
the river at the most convenient point. During fieldwork, I was told that in April 2017, two 
villagers had drowned, which was apparently a common occurrence. I was also told that 
every month one villager died from a crocodile attack in the river. The main road through 
town was underwater in many parts for the entire two weeks of my stay. It rained 
relentlessly and the waterlogged and muddy condition of roads made travelling out of 
town difficult. I began to understand the significant barriers of poor, wet roads and lack of 
transport. Public transport is only available on the main roads connecting the main 
regional centres.  
3.5.2.3 Ainaro 
Ainaro district is another rural district with a population of 59.175 inhabitants 
(DRTL, 2016) and an area of 797 km² (refer to Figure 18). The main town is also named 
Ainaro. Ainaro district comprises four sub districts, Ainaro, Hatudo, Hatu Builico and 
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Maubisse. Overall, Ainaro district is very mountainous, including Mount Ramelau (2.960 
m) which forms the highest peak in the country.  
 
Figure 18. Ainaro district4. 
There are many rivers and fertile soil for agriculture. Ainaro has a coastal area on 
the southern part of the island. During the resistance period, Ainaro played an important 
role due to its mountainous and inaccessible topographic features, which provided 
shelter for the resistance fighters. Ainaro township is surrounded by mountains, Figure 
19 shows a view of the Ainaro township with Mt Kablacki in the background. The 
township of Ainaro was badly damaged in the Indonesian retaliation following the 1999 
vote for independence. In this district, the majority of the population speaks Mambai in 
addition to Tetum. The main economic activity is small scale agriculture (NSD, 2010).  
 
                                               
4 http://Timor Leste.gov.tl/?p=91&lang=en 
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Figure 19. Mt Kablacki overlooking Ainaro township. Photo taken by author. 
There are two main towns in the Ainaro district, these are Maubisse and Ainaro 
township. The large district referral hospital is at Maubisse, in addition to community 
health clinics in Maubisse and Ainaro townships. Overall there are 21 health posts 
scattered throughout the district, eight in Maubisse sub district, five in Ainaro subdistrict, 
four in Hatudo and four in Hatu Bullico. Some of these health posts are not staffed, nor 
have power, water and lack other resources (Field notes, 23/07/2017). In Viqueque and 
Ainaro, heavy rain caused mud, landslides and bogged vehicles, which obstructed the 
roads and restricted travel to remote areas.   
3.5.3 Sampling 
For this research, there were two groups of participants. The first group were the 
women. Women who were eligible to participate included those over the age of 18 years, 
who had children and who were competent to give consent. The women were recruited 
using the snowball technique, this technique is an effective way to recruit participants (de 
Laine, 1997; Patton, 2015).  Initially the women were spoken to in groups, where 
commonly a potential participant was identified.  This person then spoke to other women 
who expressed their interest and so the recruitment snowballed. Snowball sampling 
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means identifying further participants by using recommendations of those participants 
who had already participated in the study (Richards & Morse, 2013).  
The second group of participants were key informants, the stakeholders. 
Selection criteria identified for this group of stakeholders (both national and international) 
were that they be professional experts currently engaged in the provision of maternity 
healthcare services in Timor-Leste. These included midwives, doctors, nurses, managers 
and consultants. The purpose of interviewing the stakeholders as key informants was to 
provide a broader context to maternity care provision and to compare and contrast the 
perspectives of both stakeholders and women. This alternative source of data from 
stakeholders also provided opportunities for triangulation of the data (Denzin & Lincoln, 
2008b; Silverman, 2010). Stakeholders were recruited using a convenience sampling 
technique. 
The stakeholders and women were asked if they would be prepared to participate 
in an interview of about one hour in duration. They were provided with a plain language 
statement in either English or Tetum and if they were prepared to participate, then they 
could asked to call or email the researcher. Copies of the plain language statement and 
consent form are in Appendix Five. If they agreed to participate, a meeting at a mutually 
convenient time was organised. Written consent was obtained prior to the start of the 
interview. Participants were reimbursed for travel if they were using a public transport to 
attend the interview. Seventeen stakeholders and twenty women were interviewed in Dili, 
Viqueque and Ainaro districts.  
3.5.4 Data collection methods 
Data collection was congruent with qualitative descriptive focused ethnography 
research; namely semi-structured interviews with women and key informants 
(stakeholders), focus groups, field notes and participant observation (Denzin & Lincoln, 
2008a; Knoblauch, 2005; Madison, 2012; Wall, 2015). Key informants were chosen 
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because of their expertise in a given field (Scott & Garner, 2013). In this case the 
provision of maternity care in Timor-Leste  
Semi-structured open-ended interview guides were designed to provoke an open-
ended response. This means that the person being interviewed can respond fully and 
openly providing an authentic and unique perspective to the field of inquiry (Brewer, 
2000; Patton, 2015). An open-ended question should enable the participant to use their 
own words and take whatever position they wish. It was important that the interviewer, 
researcher, adopt an empathetic but neutral stance during the interviews. This enables 
the participant to feel free to say what they think without feeling judged (Denzin & 
Lincoln, 2008a; Madison, 2012; Patton, 2015). The semi-structured interviews allow 
participants’ voices to be expressed and privileged in the analysis (Brewer, 2000; 
Brinkmann, 2018). During the data collection, the interview process used probes, verbal 
and non-verbal cues (such as nodding and smiling) to follow up on participants’ 
responses, in order to encourage further depth or elaboration of their responses. These 
semi structured interview guides and the Tetum translations can be found in Appendix 
Two.  
The focus of the interview tool for this study was on the knowledge and 
experience of women and stakeholders in relation to women’s use of health services 
during pregnancy and childbirth. Interview questions were developed from the literature 
with reference to the research questions and objectives. A panel of four supervisors 
reviewed the questions for content and validity. These questions were revised and 
tightened at supervisory meetings to relate more closely to the research objectives. As 
discussed by Patton (2002), the questions addressed a range of fields such as personal 
experience, opinions, feelings and knowledge. Two separate interview guides were 
developed for use in interviews with the women and stakeholder groups.  
A pilot study of the interview questions is considered useful in that it provides 
feedback about the instrument and also the researcher’s interviewing style (Janesick, 
2013). A pilot study was conducted with a participant from each group who met the 
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selection criteria. As noted by Seidman (2013), using a pilot study can make the 
researcher aware of any components to the questions that were not supporting the 
research objectives. Janesick (2013), notes that this provides opportunities to refine the 
questions; testing the questions in interview ensures that the interview questions are 
sympathetic to the scope of the research.  The pilot study can also provide information 
about the time it takes to conduct the interviews (Seidman, 2013). In this research, a pilot 
study was conducted during the first field trip in Dili, when a semi-structured interview 
was conducted with one participant from each group. The results demonstrated that 
there were no changes necessary. These interviews were included in the study. 
The researcher conducted all the interviews. These interviews were audio 
recorded with the consent of the participants and the majority of interviews were 
recorded. This helped to maintain the veracity of the data collection. Two interviews were 
hand written as the participants did not want to be audio recorded. Half of the interviews 
were conducted in English and half in Tetum with the assistance of an interpreter. The 
interpreter was deemed appropriate on the basis of their command of English, their 
experience working for NGOs in community development settings, their ability to work 
with groups and relate to rural Timorese.  
Focus groups have been used in qualitative research across a range of 
disciplines (Kamberelis, Dimitriadis, & Welker, 2018). Using focus groups enables 
opportunities for people with a similar background to provide their perspectives about the 
field of research (Litoselliti, 2003). During this data collection it was found that the focus 
groups were cost effective and highlighted diverse perspectives. This meant the focus 
group provided the opportunity to survey a greater breadth of opinion and canvass the 
opinions of people unwilling to participate in one to one interviews. These issues are 
corroborated in Patton (2015) and Litoselliti (2003). A constructivist perspective underlies 
the use of focus groups as the data generated is socially constructed from interaction 
within the group, whereby people presented their views in relation to the opinions of 
others (Merriam & Associates, 2009). The first focus group was a pilot, the results were 
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included in the data collection and interviews were conducted concurrently with the 
individual interviews.  
The focus groups had the advantage over interviews in that it provided a more 
natural and relaxed environment for canvassing attitudes. In this context, it was noted 
that some of the poorer rural women were more comfortable participating in the focus 
groups rather than in one-to-one interviews. In addition, the focus groups also provided 
the opportunity to develop themes that were emerging from the data. 
Ideally, focus groups should be conducted in a relaxed and non-threatening 
environment (Litoselliti, 2003). In this instance, two focus groups were conducted with 
community women in the districts of Ainaro and in Viqueque. In this case, the focus 
groups were conducted in Tetum and translated for the author. The consecutive style of 
interviewing was used and this is explained in more detail in Section 3.5.5. Progress was 
slow because all the individual comments between the women and researcher required 
translation. Four women participated in Ainaro district and six women in Viqueque. As 
identified in the literature (Litoselliti, 2003; Patton, 2015; Silverman, 2010), the focus 
groups were conducted concurrently with individual semi-structured interviews as the 
objective was to canvass attitudes more broadly  
The house rules were established at the beginning of the group using a structure 
to ensure that all the members could respond to the questions. Participants were then 
told they must take turns to respond. Everyone was given the opportunity to comment 
upon an issue being discussed. Participants were discouraged from interjecting while 
another spoke. The focus groups were more difficult to facilitate than the interviews. One 
group in particular appeared to be dominated by a few individuals with their own agenda, 
who direct their responses in particular support of a current issue. It was necessary to 
pause the group, repeat the house rules and to clarify who was leading the group and 
how the process would look. This meant that everyone’s ideas and opinions could be 
canvassed, including diverse and shared opinions on the questions being discussed.  
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Participant observation is a key aspect of a descriptive ethnographic research 
design (Scott & Garner, 2013). Participant observation can vary from a situation whereby 
the research is a complete observer, outside looking in, to one whereby the researcher is 
the complete participant, fully participating in what is occurring and being observed 
(Richards & Morse, 2013). The more common situations are those in between in which 
the researcher is either mainly a participant or mainly an observer. Participant 
observation was conducted during this research from the orientation of the third level of 
participation. The researcher predominantly observed with minimal active participation in 
the clinic dynamics, but occasionally asked questions and spoke to the women and staff. 
In this situation they were “the observer is as participant” (Brewer, 2000, p. 84). 
Ten instances of participant observation were undertaken over twenty hours by 
the researcher in hospitals and clinics in all three districts. Observation occurred in 
waiting rooms, ANC and family planning clinics. Particular aspects noted were the 
environment offered to women, stakeholders’ attitudes, verbal and non-verbal 
communication and the general organisation and process of the consultation. Permission 
to attend clinics and hospitals in the three regions of study was negotiated as part of the 
ethics application and approval from the Timor-Leste MoH and Federation University 
HREC. During participant observation, the nature of interactions and developing 
relationships between care providers, women and their families was recorded briefly with 
written notes, which were developed more fully after the completion of the session.  
Another data collection method used was field notes or journals, which are a 
primary tool for ethnographic enquiry (Brewer, 2000). In this case, notes were used to 
record observations, conversation and descriptions whilst conducting research (Glesne, 
2016). Field notes were taken in the course of travelling to clinics, health posts and 
hospitals, where conversations with many clinical staff, managers, women, men and 
children in the markets, street and at the SISCa events. The notes were written up each 
night following the day’s activities. Data collection was intensive because of the limited 
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time frames and made more problematic in the districts by poor weather conditions and 
very wet muddy roads which curtailed travel.  
Key demographic data was collected using a small survey (see Appendix Four). 
The data gathered helped to locate the participants in relation to one another. 
Demographic data can be used to identify patterns in terms of other qualitative 
responses, or to triangulate data (Silverman, 2010). For example, level of education or 
place of residence may be related to patterns of response to specific questions (Patton, 
2015). This background survey data included such items as participant’s level of 
education, residence and occupation, identified the demographic characteristics of the 
participants in the study.  
Towards the end of data collection, the concepts were became interlinked. There 
was a sense that there were no new clues or directions being offered by additional 
information translated. In fact, the data appeared to repeat aspects of what was already 
recorded, therefore, representing data saturation. Data saturation is recognised when 
there are no new codes or themes arising from the data collected (Saunders et al., 
2018). 
3.5.5 Working with an interpreter (research assistants) 
Working in a cross-cultural context meant it was necessary to work with Timorese 
who could interpret and support the research process. As discussed by Caretta, (2015), 
the interpreters acted as mediators or cultural brokers in their communities. Interpreters 
can be used to gather data from ethnically diverse groups in both western and non-
western countries (Kvale, 1996). The use of interpreters poses the question of their 
degree of participation in the research process, their eligibility, understanding and 
preparation for interviewing techniques (Kvale, 1996). Using interpreters is problematic if 
it is unclear as to their ability to authentically render participants’ responses back to the 
researcher (Kvale, 1996). Until recently, the role of the interpreter in gathering qualitative 
data has not been well described in the literature (Wallin & Alstrom, 2006). Interpreters 
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are both a research tool and research assistant (Caretta, 2015). In the districts in Timor-
Leste, they provided support to find potential participants, provide information about the 
communities, local politics and translate the data. The interpreters/translators in this 
study were provided with information about the study, written plain language statement 
(PLS), consent form, and semi-structured interview questions in English and Tetum They 
were also advised about their role as interpreters and how to proceed in the interviews. 
These translators were also required to sign a confidentiality document to ensure the 
privacy and protection of the research participants (See Appendix Three). The interviews 
were conducted with experienced interpreters who had worked in women’s health and/or 
community development in Timor-Leste. Interpreters were recruited through contacts in 
Dili. They were required for six interviews in Dili and for fourteen of the interviews in the 
two regional districts, in addition to focus groups and participant observation. 
The consecutive style of interpreting was used whereby only one person speaks 
at a time (Wallin & Ahlstrom, 2006). The interpreter was asked to slowly repeat the 
answers to each question one at a time. It was possible to detect if there were basic 
errors or incomprehension on the interpreter or participants’ part to the questions asked. 
Repeating the answers back to the participants was a way of member checking, a 
strategy used to corroborate the trustworthiness of the data (Wallin & Ahlstrom, 2006). 
Over time, two experienced interpreters were trusted to ask additional probing questions 
without waiting for the researcher’s prompts. This decision was made after assessing the 
rapport they developed with the women and the coherence of their initial probing 
questions and the responses that were received. Enabling the interpreters some leeway 
in asking questions also improved the spontaneity during parts of the interview. During 
the interviews, answers were also hand written, in addition to audio-recording the 
interviews. Later, the researcher would work with the research assistant to translate the 
audio recording and to discuss the various nuances of phrases and texts again at that 
time. Back translation was not used but is something to be considered in future cross 
cultural research 
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One of the issues encountered with using translators was that good, experienced 
interpreters were popular and busy, and they were not always available to travel to the 
districts for this study. Therefore, access to reliable and good interpreters proved to be 
one of the more problematic aspects of the data collection process. Overall, three female 
and one male interpreter were used for this research. In one instance, an interpreter had 
good English language skills, and community development experience working with 
groups, it was assumed they would be sensitive to the dynamics of open-ended 
interviews. It became apparent however, that this interpreter had poor interview 
technique. This interpreter tended to take their own initiatives, asking questions and then 
appearing to direct the woman’s responses. In this instance the discussion was paused 
and the structure and process of the interview clarified with the interpreter before we 
continued.  Using interpreters from the district was preferable as they had more trust, 
empathy and respect for the community. These interpreters did not know the participants 
but were able to use their networks to assist with participant recruitment. The interpreters 
also had invaluable insider knowledge. This demonstrated that there were advantages 
and disadvantages in using more than one interpreter (Wallin & Ahlstrom, 2006).  
At times working in the districts there were limited time frames, the interpreters 
were asked to help with translations after a long day gathering data. Sometimes there 
were tensions in terms of the researcher’s expectations and the assistants’ perceptions 
of what was reasonable. The collection and interpretation of data using interpreters as 
research assistants represents various intersectional positions of researcher, interpreter 
and research participants (Caretta, 2015). There were moments of frustration, as 
recruiting participants was not easy and the researcher was heavily dependent upon the 
interpreter to render a good account of the interview and observation or focus group 
situation at that time. Sometimes the time spent with participants was all too easily 
disrupted if the interpreter lost focus, was unable to interpret quickly enough or took 
things into their own hands. At various times, all of this occurred.  
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3.6 Data analysis 
Whilst working in Timor-Leste where the data was collected in Tetum the 
researcher worked with the translator to translate and transcribe the audio recordings 
and other data from Tetum to English. The qualitative researcher continues to work 
concurrently through the process of data collection and data analysis to build an 
understanding about the research subject (Grbich, 2013; Mayan, 2009). This is ideally an 
interactive process whereby ideas are used to inform and make sense of the data whilst 
the data is providing change and also contributing to new ideas (Silverman, 2010). A 
thematic analysis was used as this type of analysis of the data was both a description 
and analysis of the narrative material. The purpose of thematic analysis is to identify, 
analyse and report on common threads or themes that extend across the data (Bloor & 
Wood, 2006). Thematic analysis is useful when the researcher wishes to apply a 
relatively low level of interpretation of the data (Vaismoradi, Turunen, & Bondas, 2013). 
The thematic analysis entailed identifying, coding and categorising the primary patterns 
of the data collected in the field. Through this process the smallest segments of meaning, 
being sentences, segment or paragraph were identified and allocated a meaning. These 
meanings were coded and the codes were identified by rereading the data many times, 
highlighting sections of text, commenting and beginning to group like segments into 
preliminary groups or sub-groups (Grbich, 2013). The data were reduced into small 
segments, then grouped into sub groups and then mapped to broader conceptual 
themes or typologies. A typology is a classification of a grouping of common traits 
(Gribich, 2013; Loftland, Snow, Anderson, & Loftland, 2006).  
More in-depth thematic analysis and a preliminary sorting of data into themes 
was conducted once the data collection was completed. During the data analysis, 
inconsistencies, contradictions or obvious variations or differences between groups and 
settings were examined (Hammersley & Atkinson, 2007). Throughout this process of 
coding and building, a criteria of inclusion and exclusion into sub groups, themes or 
typologies continued. This form of thematic analysis enabled participants’ meanings and 
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intent within a particular context to be coded. It was important to be critical about the way 
data were clustered and organised, as this would create a particular stance or emphasis 
impacting upon the analysis of the data. The data was critically reread to ensure it fitted 
within the context of the sub-groups and themes. 
In addition, the analysis of the data required focus on routine practices and 
actions such as women’s commentaries about their role in shared decision-making, or 
the standard antenatal appointment and women’s’ engagement with stakeholders. As 
cited by Silverman (2010) and Spradley (1979), understanding these practices also 
involves an understanding of the rules, traditional values and expectations of male 
authority and the informal rules and guidelines that guide standard clinical management 
and staff behaviours. Attention can also be focused on stories or accounts of a particular 
phenomenon, how these may stem from a shared narrative, and a shared cultural 
understanding (Hammersley & Atkinson, 2007).  
Coding and categorising data involved a degree of abstraction, some categories 
required a higher degree of abstraction than others. Codes and categories were further 
abstracted into themes which created an organisational framework connecting the 
themes into a conceptual paradigm for analysis. During this process, there were 
divergences, overlapping topics, points of difference which results in re ordering of 
categories, or the creation of subcategories and themes. Once these categories and sub-
categories are finalised, then the criteria or description of the categories can be 
completed (Mayan, 2009). The themes were the umbrella tying in the threads, or the 
links between the categories. These themes can constitute the final level of abstraction 
which point to the overall conclusions of the research (Mayan, 2009; Silverman, 2010). 
In this final context, the authority of the data can be strengthened by discussing 
or identifying any problems arising at any stage and by outlining the grounds by which 
categories and themes are developed. When reporting the data the researcher needs to 
provide sufficient examples of the data to enable readers to evaluate and make their own 
inferences, and show multiple and contradictory descriptions or negative cases falling 
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outside general patterns (Brewer, 2000; Hammersley & Atkinson, 2007). The excerpts 
from the transcripts that appear as quotes have been deliberately presented as the direct 
translation in order to more reflect the essence of the participant data. As the responses 
were often translated in a second language they were often simple and do not always 
follow grammatical form. 
The researcher’s own identity within the research context was inserted in terms of 
a depiction of probing questions and participants’ responses in the data sections. In this 
instance, she tried to examine any presumption and emotional or intellectual bias. Field 
notes and reflections were also incorporated into the data chapters. This acts to improve 
validity by demonstrating that data collection and data analysis may be affected by the 
researcher’s subjective reality (Krenske, 2002).  
3.7 Ethical considerations 
An ethics application was submitted to two Human Research Ethics Committees 
(HRECs): Federation University HREC and the Timor-Leste, Ministry of Health, Institutu 
Nasional de Saude (INS) HREC committee. Ethics approval was received from 
Federation University HREC project no: A16-163 on December 8th, 2016, and The 
Timor-Leste, INS Reference No: MS-INS/GDE/DP-EA/XII/2016/3017 on December 22nd, 
2016.  
3.7.1 Plain language statement and informed consent 
Participants were informed about the research in community meetings and 
through direct approaches from the researcher.  When participants initially expressed 
interest in this research, they were given written information in plain language prior to 
gaining written consent. All the written information was provided in English and Tetum. 
Participants were provided with the researcher’s or interpreter’s telephone contact to use 
if they agreed to participate in the study. Participants would contact the researcher or her 
interpreter if they were interested in participating in the research. The information 
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included in the plain language statement was that the interviews would be digitally 
recorded with their permission, then transcribed with the use of codes to maintain 
anonymity and the final report would contain no identifying information. Data storage and 
record retention were also described because this contributes to the protection of 
research participants. The participants were also informed that they could withdraw from 
the project at any time. They were informed however, that once the data had been 
aggregated it would not be possible to remove any details they may have contributed. 
The participants were required to sign a consent form prior to commencement of the data 
collection.  
3.7.2 Confidentiality and privacy 
Interviews were conducted in a mutually agreed place, such as in private office 
spaces or in vacated hospital or school rooms. Data and notes were kept on a password 
protected computer. All notes from interviews and focus groups were de-identified. The 
codes for the pseudonyms were kept separate from other data and password protected 
on a computer file. The participant interview transcripts were de-identified and coded on 
the basis of the district, whether the participant was a stakeholder or woman and the 
numerical order of the interview. For example, the second interview conducted in Dili with 
a stakeholder was coded as DSH2. The focus groups and demographic questionnaires 
were also coded in the same way. The confidentiality of the focus groups was secured by 
establishing group rules promptly, asking the group members to respect each other’s 
privacy and confidentiality, not sharing names, events, or issues discussed within the 
group outside the group. In addition, the translator was asked to sign a confidentiality 
disclaimer form to protect the participant’s privacy. This form is in Appendix Three, the 
researcher and translators were responsible for transcribing the audio tapes.  
3.7.2.1 Data security 
During data collection in Timor-Leste the data was kept on a password protected 
lap top connected to a University server and also locked in the author’s suitcase, when 
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she was not in her room. All the data collected was kept secure as data storage protects 
the anonymity and confidentiality of research participants. The data was carried in 
person on the plane on the password protected laptop and in personal carry on baggage. 
At the University, the data was kept on the password protected computer. Written data 
was kept in a locked cupboard for five years and is expunged as per University policy. 
Hard copy data will be shredded; computer files will be permanently deleted from the 
computer and storage hard disk/thumb drives after five years.  
3.8  Rigour 
Components of rigour in qualitative research include strategies of verification, 
validation, saturation, member checks and audit trails (Morse, 2018), and is therefore 
necessary in all phases of the research. In this context the research must demonstrate 
that appropriate research tools were used to meet the stated objectives of the research 
(Richards & Morse, 2013). As described by Morse (2018), rigour was demonstrated in 
this exploratory, descriptive qualitative research by ensuring that the data collection tools 
produced information that was appropriate for research design and the level of precision 
required for the analysis. The data collection techniques must identify that the full gamut 
of the phenomenon is investigated. In addition, the data collection techniques must 
generate the necessary level of detail needed to address the research question(s) 
(Morse, 2018). Once the data was collected, the analysis will ideally uncover all the 
relevant themes or patterns and the relationships between these.  
As recommended by Richards and Morse (2013), rigour was applied throughout 
all phases of research preparation, data collection and analysis. Rigour was ensured 
through a strong literature review identifying what was already known and where the 
gaps in the literature laid. This was followed by the identification of a research topic and 
aims, which were examined using appropriate methods and research design. The 
research design and the research question was tested and strengthened in Confirmation 
of Candidature and HREC ethics application processes. In addition the data collection 
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strategies were appropriate for the qualitative descriptive research design. An expert 
panel of supervisors supported the development of semi structured interview questions. 
When consent was obtained from the participants, the semi-structured interviews were 
audio recorded. Interviews continued until there was saturation of the data. Data was 
member checked with participants during the interview process. Where translations were 
necessary, these were undertaken collaboratively between researcher and interpreter. In 
this process the audio recorded responses and meanings were identified and discussed 
between researcher and interpreter during the translation process. The steps and 
processes of this research were clearly identified in an audit trail. Denzin & Lincoln 
(2018c), identify components of rigour as including strategies to ensure verification, 
validation, saturation, member checks and audit trails. In addition, the results were 
supported by the data demonstrating both description and analysis of the participant’s 
text and the triangulation of both the women and stakeholder data sets (Flick, 2018). 
Furthermore, rigour was ensured during the data collection by asking analytical 
questions, choosing appropriate sample groups, being responsive if strategies were not 
working and pacing the steps of project appropriately (Richards & Morse, 2013).  
The following sub sections also relate to considerations of rigour and validity of 
the data collection and the analysis process: 
Representation; 
Positionality; 
Reflexivity; 
Validity. 
3.8.1 Representation 
Representation relates to the analysis, interpretations and portrayal of the data 
in an ethical, humanistic way with the objective of providing a positive contribution to 
human society (Denzin & Lincoln, 2018a). Representation in this research 
emphasises giving voice and value to women’s opinions and perspectives (Fonow & 
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Cook, 1991; 2005; O’Shaughnessy & Krogman 2012). Giving voice to women, also 
acknowledges women’s embodied subjectivities and taken for granted ways of 
understanding their worlds. Historically women’s experiences were not taken 
seriously, and women’s voices were silenced (Belenky, Clinchy, Goldberger, & Tarule, 
1986; Fornow & Cook, 2005). Privileging women’s experiences and knowledges acts 
to raise consciousness and leads to a greater appreciation of how woman’s social and 
cultural experiences are different and how they can contribute to a unique world view. 
In this instance, women are speaking from their own situation and subjectivities 
(Belenky et al., 1986). Giving voice to women is political (Sherwin, 1988) and 
potentially transformational as language illustrates the nature of relationships and 
being in the world including dominant and subordinate perspectives. This entails a 
recognition that women and other marginalised group’s subjective perspectives 
provide unique insights and produce alternative points of view (O’Shaughnessy & 
Krogman, 2012). Across all cultures, women negotiate culturally constructed 
formations of gender and power and exercise agency in innovative and dynamic 
ways. Women’s agency has the capacity to transform their own lives and the lives of 
the community they share with others (Gatenao, 2016). The data is presented to 
represent the women’s voices authentically and to represent their concerns and 
opinions about the matters discussed.   
3.8.2 Positionality 
Questions of representation are tied into the researcher’s own positionality which 
must be critically examined in terms of how their assumptions are influenced by class, 
education, profession, culture and ethnicity, her prevailing values and attitudes (Madison, 
2012; Schrock, 2013; Stephens, 2009). In addition, the nature of the power relationship 
between the researcher and participants of the study must be rigorously and 
continuously examined (Madison, 2012). An understanding of situated knowledges and 
reflexivity encompassing the multiple subjectivities of researcher and participants 
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mutually contribute to knowledge development (Caretta, 2015). The researcher’s 
positionality is determined by demonstrating an understanding of how culture, class, 
gender, age, bias and underlying values influence the research project. In the instance of 
the data collection from participants in Timor-Leste, the approach to prospective 
participants was calm, unhurried, respectful and courteous. The researcher learnt basic 
Tetum phrases and used them when appropriate.  
The researcher’s awareness of their positionality will influence both the reflexivity 
and representation of the data. Timorese have respect for age and experience. Older 
age, her profession and western nationality may have led to some Timorese conferring 
respect towards the researcher. In addition, amongst stakeholders, her profession and 
experience as a midwife also led to stakeholder participants sharing a bond and 
expressing their trust in her. At times, this led to disclosures that frankly surprised her. In 
addition, from her perspective it was important to have an understanding of issues of 
colonialism and post-colonialism and an awareness of possible power differentials in 
terms of representing the women. During the interviews, the researcher did not offer 
opinions in the interviews and generally found that the majority of women were very 
forthright and more than happy to provide their views and opinions. Over time, it 
appeared that if the women were older, this often influenced their confidence, 
assertiveness and ability to articulate their ideas to the researcher. This may also reflect 
aspects of culture and the researcher’s positionality whereby younger Timorese were 
more hesitant to express viewpoints they thought may offend an elder foreign 
researcher.  
3.8.3 Reflexivity 
The notion of reflexivity addresses the role and proximity of the researcher to the 
research field and concomitant knowledge creation. Reflexivity is a methodological 
concept, based upon “a phenomenological questioning of knowledge creation” (Deer, 
2008, p. 201). The concept is drawn from Bourdieu who extorts the researcher to be 
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objective, self-aware and reflective, to consider the cultural influences, unconscious 
perceptions, values, practices, theories and structures that underpin the grasp of the 
social world. The conscious act of reflexivity aims to bring forth the researcher’s implicit 
understandings to a conscious level, to promote an understanding of the interplay of the 
researcher’s agency and the habitus in which they operate (Grenfell, 2008). 
These issues required the author as researcher to work on raising their level of 
self-awareness. In Timor-Leste, a daily research diary was maintained, which noted a 
record of conversations and situations, the social interactions between researcher, 
research assistants, participants, community, general observations and a preliminary 
analysis of the potential implications of these were all noted (Schrock, 2013). The 
researcher also needs to ensure the research process is accessible, transparent and 
open to critique and judgements (Brewer, 2000). This includes clarifying their own 
positionality, which she attempted to introduce in terms of clarifying her background and 
motivations to undertake this focused ethnographic research project. The researcher 
continued to be mindful to ongoing friendships and collaborations developed as part of 
her research in Timor, and mindful of acknowledging the valuable role of participants, 
interpreters and other friends, colleagues and associates met during the data collection 
and writing-up process. Many people have shared their ideas, collaborating and 
contributing to understandings, which helped develop the meanings during data 
collection and analysis (Brewer, 2000; O’Shaughnessy Krogman, 2010). These 
processes were steps taken to raise the researcher’s awareness of their understanding 
of their own reflexivity and their role as an instrument in the research process.  
3.8.4 Validity 
Validity refers to the rigour of the research, both in terms of the legitimacy or 
trustworthiness of the data and the arguments and findings evolving from the data 
(Dahler-Larsen, 2018). This includes asking the following questions. Do the findings 
reflect an authentic representation of participants and their social world? Is this data 
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trustworthy in the sense that the findings can justify policy or legislative change? Do the 
findings contribute to action that can improve the circumstances or subject of enquiry 
(Lincoln, Lynham & Gruba, 2011)? The validity of the data is an aspect of the rigour 
already noted earlier in that validity is also demonstrated when there is an alignment of 
the research to an ethical intent or ability to improve the lives of those under study 
(Lather, 1996; Lincoln et al., 2011). Data collection processes were equitable in that 
there was an accurate depiction of all the accounts of a phenomenon given, in that all 
participants’ views were represented.  
Another strategy used to ensure validity and rigour involves triangulating the 
methodological approach. Denzin introduced the concept of triangulation as a more 
systematic approach to social research (Denzin, 1978). Triangulation means that the 
issue or topic of the research is considered from at least two perspectives (Flick, 2018). 
Triangulation of data can help strengthen validity of the data, and is applied to a number 
of aspects of the research process (Flick, 2018). Denzin (1978) distinguishes between 
various types of triangulation. Investigator triangulation is used when there are different 
observers, or research assistants. A second type is theory triangulation whereby the data 
is approached from different various hypothesis or theoretical points of view (Denzin, 
1978). 
Data triangulation uses multiple sources to provide a variety of perspectives 
(Denzin & Lincoln, 2011; Denzin & Lincoln, 2008). This was the type of triangulation used 
in this research. In this instance, the data collected from multiple sources included short 
demographic survey, participant observation, conversations, focus groups and field 
notes. These sources all contributed additional dimensions to the semi-structured 
interviews and represented opportunities to compare findings. Any divergences within 
the data sets provided opportunities to provide different points of view about the same 
issues and pose opportunities for more critical analysis of the issues at hand. In addition, 
the data was also triangulated between the two data sets taken from stakeholders’ and 
women’s’ semi structured interviews (Flick, 2018).  
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Respondent validation, or member checking was a way of checking for the 
validity of the representations of each participant’s views. This is also called 
confirmability in that the transcribed interview or other data is checked with the 
participant to ensure that it is an accurate account of the meanings intended (Silverman, 
2010). A form of member checking took place during the interview in that participants’ 
responses were repeated back to them after each question and participants were given 
the opportunity to clarify, expand or delete what they had said.  
3.9 Demographic data from research participants 
Demographic data recording the basic characteristics of both community women 
and stakeholders includes the participants’ age, gender, marital status, education 
employment and the distance to the closest health service. The tables present women’s 
data from the regions of Dili, Ainaro and then Viqueque. Tables with stakeholders’ 
demographic data follows on in the same regional sequence.  
Women 
Table 3 represents the data collected from the women who participated in 
interviews in Dili. The demographic data reflects the small sample of participants who 
participated in the study.  
Table 3. Dili women participants. 
Participant Age Gender M/S Children Education Employment Travel time 
to clinic 
DCP1 48 F M 1 Diploma Education 20 minutes 
DCP2 37 F M 3 Secondary NGO 20 minutes 
DCP3 32 F M 2 Bachelor NGO 20 minutes 
DCP4 28 F M 2 Bachelor Education 10 minutes 
DCP5 35 F M 3 Bachelor Hospitality 20 minutes 
DCP6 37 F M 2 Secondary 
to year 3 
Small 
business 
10 minutes 
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DCP7 32 F M 1 Diploma  Small 
business 
30 minutes 
 
From Table 3 it can be seen that seven women from Dili participated in the study. 
The majority of the women had completed post secondary education attaining a diploma 
of bachelor level qualification. They were all engaged in paid employment outside the 
home. This cohort of women ranged in age between 32 and 48 years. The average 
number of children in this cohort of women from Dili was two children. The second district 
presented in Table 4 is data from Ainaro. 
Table 4. Ainaro district women. 
Participant Age Gender M/S Children Education Employment Travel time 
to clinic 
ACP1 33 F M 3 Secondary Small 
business 
15 minute 
walk 
ACP2 24 F M 2 Tertiary Home duties 1 hour walk 
ACP3 44 F M 5 Not 
attended 
Small 
business 
1 hour walk 
ACP4 32 F M 3 Tertiary Home duties 20 minute 
walk 
ACP5 35 F M 6 Secondary Home duties 30 minute 
walk 
EFG 21 F M 2 Secondary Home duties 1.5 hour 
walk 
EFG 23 F M 2 Secondary Home duties 1.5 hour 
walk 
EFG 22 F M 2 Secondary Home duties 1.5 hour 
walk 
EFG 29 F M 5 Primary Home duties 1.5 hour 
walk 
The Ainaro community women participants included five women who participated 
in semi-structured face-to-face interviews and another four women who participated in 
focus groups (see Table 4). Only two women were employed outside the home. The 
women’s age varied from 21 to 44 years, and they average 3.3 children each. Seven of 
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the women were between 30 min to one and a half hrs distance from the healthcare 
facility. Table 5 presents data from Viqueque district.  
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Table 5. Viqueque district women. 
Participant Age Gender M/S Children Education Employment Travel time 
to clinic 
VCP1 46 F M 4 Primary Small 
business 
40 minute 
walk 
VCP2 44 F D 4 Secondary Small 
business 
Community 
worker 
30 minute 
walk 
VCP3 45 F M 3 Primary Home duties 30 minute 
walk  
VCP4 36 F M 4 Primary Small 
business 
20 minute 
walk 
VCP5 35 F M 3 Secondary Employed 
Community 
worker  
25 minute 
walk 
VFG1 18 F M 2 Primary Home duties, 
Community 
worker 
1 hour walk 
VFG2 23 F M 2 Secondary Small 
business 
Community 
worker  
1.5 hour 
walk 
VFG3 26 F M 3 Secondary Home duties, 
community 
worker 
1 hour walk 
VFG4 32 F M 4 Secondary Home duties, 
community 
worker 
1 hour and 
10 minute 
walk 
VFG5 27 F S 2 Primary Small 
business 
Community 
worker 
30 minute 
walk 
VFG6 21 F M 1 Secondary Home 
duties/CW 
50 minute 
walk 
 
In Viqueque, five women were interviewed and another six women participated in 
focus groups. The women were aged between 21 and 46 years old. The majority of 
women were engaged in small business, and all but three women were engaged in 
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volunteer community development groups. The women averaged 2.9 children between 
them. The majority of women were between 30 minutes and one and a half hour from 
healthcare facilities. Table 6 represents data from the daya interviewed in Viqueque. 
Table 6. Viqueque daya (TBA). 
Participant Age Gender M/S Children Education Employment Distance 
to clinic 
VD1 57 F M 5 Never 
attended 
Small 
business 
40 minute 
walk 
VD2  52 F M 4 Primary Small 
business 
1 hour walk 
VD3 51 M M 12  Primary Small 
business 
10 minute 
walk 
 
The daya (TBA) in Viqueque were older, less formally educated and on average 
had more children (7) than the other women from any of the districts. The daya were all 
engaged in small business activities, earning an income outside the home. In Viqueque, 
the majority of women were engaged in employment and income generation outside the 
home. 
From this small demographic sample it appears that participants in this research 
had a varied demographic profile. More of the participants in Dili had higher levels of 
educational attainment than participants from Viqueque or Ainaro. All the participants in 
Dili were employed outside the home; this is in comparison to the women in Viqueque 
where nearly 70% of participants and in Ainaro 22.2% of women were employed outside 
the home. Women living in Dili averaged two children each as opposed to the 
participants in regional areas. The participants from Ainaro averaged 3.3 children and the 
combined Viqueque participants averaged 3.6 children each. 
Stakeholder demographics 
These next tables display the demographic information gathered from the 
stakeholders participating in this research. Table 7 is presenting data from the Dili 
district.  
114 
 
Table 7. Stakeholders interviewed in Dili. 
Participant Age Gender M/S Children Education Employment Distance 
to clinic 
DSH1 52 F M 2 Bachelor Medical 10 minute 
walk 
DSH2 46 M M 4 Masters Public Health 10 minute 
walk 
DSH3 54 F M 3 Diploma Midwife 10 minute 
walk 
DSH4 47 M M 2 Bachelor Public Health 10 minute 
drive 
DSH5 38 F M 3 Diploma Midwife 20 minute 
walk 
DSH6 55 F M 3 Bachelor Medical 10min 
DSH7 54 F M 3 Diploma Midwife 15 minute 
walk 
DSH8 53 F M 6 Diploma Midwife 15 minute 
drive 
DSH9 37 F M 3 Diploma Midwife 15 minute 
drive 
DSH10 56 F M 3 Bachelor Midwife 10 minute 
walk 
DSH11 32 F M 0 Bachelor Midwife 15 minute 
drive 
 
Demographic data from the eleven stakeholders in Dili, indicate that these 
participants had post secondary professional qualifications. There were seven midwives, 
two medical and one stakeholder with public health qualifications. Dili stakeholders were 
relatively older, being between 37 to 56 years old. The health professionals all had 
children, with an average of 2.9 children each. These Dili stakeholders resided no further 
than 20 minutes walk to the nearest healthcare facility. The next Table 8 displays data 
from the Ainaro district. 
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Table 8. Ainaro Stakeholders. 
Participant Age Gender M/S Children Education Employment Distance 
to clinic 
ASH1 55 F M 3 Diploma Midwife 10 minute 
walk 
ASH2 58 F S 0 Diploma Midwife 10 minute 
walk  
ASH3 41 F M 2 Diploma  Midwife 10 minute 
walk 
 
These health professionals were older, with ranging ages from 41 to 58 years old. 
They all had a post-secondary qualifications as midwives. The stakeholders all lived 
within 10 minutes walk to health services. The average number of children in this cohort 
was 1.66 children. Table 9 displays data from the Viqueque district. 
Table 9. Viqueque stakeholders. 
Participant Age Gender M/S Children Education Employment Distance 
to clinic 
VQSH1 57 F M 6 Diploma Midwife 10 
minute 
walk 
VQSH2 28 F M 3 Bachelor Midwife 10 
minute 
drive 
VQSH3 32 F M 2 Bachelor Medical 2 minute 
walk  
 
The Viqueque stakeholders varied in age between 28 to 57 years. These 
participants were all educated post-secondary schooling and lived close to health 
services. The average number of children was 3.66 children. 
Overall the stakeholders averaged higher levels of formal education. In addition, 
the stakeholders in Dili averaged a slightly higher number of children than the women, 
and resided slightly closer to the nearest healthcare facility. In Viqueque the stakeholders 
and women had a similar average number of children. The stakeholders lived closer to 
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healthcare facilities. In Ainaro the stakeholders averaged less children than the women 
and lived considerably closer to healthcare facilities. Participants in Dili and also 
Viqueque were more likely to be employed outside the home than participants from 
Ainaro.  
3.10 Summary 
This chapter discussed the methodology used for this study as well as an 
overview of the theoretical framework used for understanding the overriding structural 
constraints and enablers to women’s capacities to access health care facilities during 
pregnancy and childbirth. A qualitative focused ethnography was identified as a suitable 
approach for this research project. This chapter also provides an overview of the 
research design for undertaking this study and describes the ethical considerations of the 
research and how research rigour was ensured. The next two chapters present the 
findings from the research. 
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4 Chapter Four: The women’s perspectives.  
4.1 Introduction 
This chapter reports on analysis of the women’s responses and commentary 
during semi-structured interviews and two focus groups. Three of these women were 
daya, the traditional birth attendants; the daya were identified separately in the quotes. 
The daya fulfil the criteria for the women’s participant group in that they were women 
who had birthed and were living in the community. These daya also provided an 
invaluable perspective on traditional practices, family dynamics, family decision-making 
and choices for care during pregnancy and childbirth.  
Timor-Leste is a poor developing country, which means that many of the women 
engaging with SBA services do so from a background of poverty, disadvantage and 
marginality. These aspects of intersectionality mediated the women’s use and access to 
SBA. This chapter outlined the women’s experiences of SBA care and the characteristics 
of relationship and care the women wanted from the midwives and other SBA services. 
The themes in this chapter are:  
Reproductive health decisions; 
Decisions about place of birth; 
Traditional practices; 
Family dynamics, support during pregnancy and following the birth; 
Women’s experiences of SBA care; 
Suggestions for improving SBA provision;   
Women’s agency/resistence. 
4.2   Reproductive health decisions  
Timor-Leste is predominately a patriarchal society where intergenerational 
decision-making is a central component of Timorese family dynamics. The majority of 
participants agreed about who made the important family decisions: 
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Men mostly make a decision. What happens in the house, how many 
kids to have? Mostly men make the decision. DCP4 
However, it was clear that decisions were not only made by men. The elders, 
both male and female were also influential in decision-making. These elders had more 
authority and were immersed in traditional knowledge and practices and this experience 
in addition to the understanding and knowledge derived from it, was respected 
throughout the villages and districts. There were issues identified, however, such as the 
elders were more insular, they had less exposure to new ideas and tended to be more 
resistant to change. In Timorese culture, younger members of the family are duty bound 
to respect and obey their elders (Hicks, 2004). Young women in Dili and the districts 
were socialised and accepted that men and their elders had the experience and authority 
to make decisions. For instance: 
One more is, like a mum, sometimes when they want to give birth, they 
are not able to take any decision. So they have to listen from my 
mother-in-law, or from their husband. They cannot make their own 
decision, that’s all. DCP3 
It was not only the women’s immediate family that were decision makers, this 
may depend upon living arrangements, but in many cases:  
Because if you stay at your husband’s family, you have to follow. 
Because you have to listen to your mother-in-law, because they have 
the experience. You have to follow, so the mother-in-law will say this is 
good and you just follow. DCP2 
This illustrated that there was a taken for granted understanding that young 
Timorese would treat their elders with respect and obedience. One consequence of this 
was that Timorese women were accustomed to rely on others and accept decisions 
made on their behalf. These women had no experience and lacked confidence in their 
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capacity to make their own decisions. For instance, one woman’s husband was working 
overseas when she was pregnant. The following comment reflects her dilemma and lack 
of confidence about making choices and decisions without her husband:  
When you are alone, you can’t make the decision. You think, do I have 
to do this by myself? Do I have to ask my mother? Ahhh, but because 
my husband he is away, and I can’t make any decision. DCP4 
Even though it was clear from the data that on the whole the husband and elders 
of the family were acknowledged as the decision makers, there were exceptions 
expressed by the women. This depended on the family dynamics. For example:  
In my family it is my mum who makes the decision. Because she is 
strong, she has the confidence to make a decision and my father will 
support her. In my family we always help each other, we communicate 
to make a decision. Sometimes we contribute to our decision, but it 
depends on which family. DCP4   
The feedback from this woman also demonstrated that decision-making 
was something that required practice in order to build competency.  
But in other family, like my sister, her husband make the decisions. So 
she does not have enough confidence to make a decision. DCP4. 
In many cases there was consensus about who was responsible for the decision-
making in relation to women’s access to family planning. A woman’s fertility was a highly 
valued source of wealth for the couple and the family (Hicks, 2004). The tradition of 
barlake imposes an imperative for the production of children in marriage. Payment of 
barlake guarantees the husband’s family access to the children and the rights to 
incorporate the children into their family’s lineage. The husband’s authority was 
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paramount. When women marry in Timor-Leste their obligation within the marriage was 
clear.  
Once they are married, women’s role is to have babies. DCP3 
One consequence of this was that women may not be able to make their own 
decisions about fertility and therefore may not have access to family planning. As noted 
in Chapter Two, there is a relatively low uptake of family planning among married women 
in Timor-Leste (24%) (GSD, 2018). The woman’s husband, or perhaps even other 
members of the family, have significant influence over her fertility. For instance: 
If the husband says you can go for family planning, then you can go. If 
the husband says no then you don’t. ACP1 
There was however, a secondary narrative emerging from the data which 
suggested that in some cases the wife’s opinion was considered and the decision was 
shared or negotiated between husband and wife. This possibility is also supported by the 
latest Demographic Health Survey (DHS), whereby 85% of women said they made the 
decision about their use of family planning jointly with their husbands (GSD, 2018). 
However, given the cultural expectations, it remained unclear just what circumstances 
would enable a woman to separate her own needs or priorities from the overall 
expectations and mores of her family and community. The following illustrated the issues 
that the couple would consider:  
We make decision from wife and husband, but depend on the 
condition. I want to have four but he wants to have eight. But I say, 
‘how can we do?’ We have to support them, education, health, food, 
and clothing’. So I have to stay strong. It depend on my condition. Also, 
if I stay well, then maybe I can do. So there is still some discussion 
about number of children. ACP2 
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There were also instances where men may be prepared to take their partner’s 
wishes, or other issues into account when a decision about contraception was 
made. As illustrated here: 
But to get contraceptive, in many times the men decide (to do) it. 
Because the men see that the woman’s health condition is not good. 
Or she has no time for other things. VD3 
This illustrated that men did not always want women to have more children and 
made their decisions accordingly. It was clear from the data that this decision was not 
always straight forward and remained embedded in traditional beliefs, as evident in the 
following:  
Wife with husband make the decision, but the husband want her to 
stop. I say fine, but you have four daughters and two boys. In Timorese 
custom it is good to have even number of boys and girls. Girls are 
good, but boys will have more power. This one is the last. I am the one 
who wants to have more babies. My husband is happy to stop now. 
ACP5  
From these comments above, it was clear that this woman was advocating for a 
culturally accepted norm, which was to have more children. It was probable she was able 
to articulate this freely and potentially influence the decision. In instances where women 
were not making a decision that complied with the cultural norms and expectations, 
these may not be so easily asserted within family forums.  
In Dili, a number of women commented upon women’s capacity to make their 
own decisions. For instance, one woman explained how her circumstances enabled her 
to make her own decisions but this was not without pressure from others: 
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For me I can decide to have more babies, because I have experience. I 
have knowledge that become a power for me to decide. I have the 
power as well to say no... My mother-in-law say, we should have four 
children. I say no mother, if you want your son to have four children 
then he can marry another woman and have another two children...it is 
not easy for us, but I can say no. DCP3 
The narratives suggests that there was a general consensus that in principle men 
had the authority to make decisions about women’s fertility and access to family 
planning. However, in some circumstances this decision may be negotiated between the 
husband and wife. Some men may consider the women’s needs when making the 
decision about her access to family planning. There were a few circumstances where 
women were strong enough to stand against the family expectations and make their own 
decisions about the number of children she would bear. 
However, even if women negotiated or influenced the decision about their use of 
family planning with their husbands, the uptake (24%), was still relatively low in Timor-
Leste (GSD, 2018). There may be other reasons why modern family planning methods 
were not popular. As illustrated here:  
Some women go the hospital. But most women don’t go to the hospital 
because it makes them fat, and gives them tension (hypertension). 
ACP2 
Hormonal contraceptives such as progesterone can cause weight gain and 
contribute to hypertension. Progesterone is the active ingredient in depo provera, 
(injection) which were the most commonly used modern contraceptive in Timor-Leste 
(NSD, 2010). Instead, the women had access in the community to other traditional herbs 
and medicines used for contraception. 
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A few women use the traditional system. Just take the medicine. This 
stops the blood…they (the women) make (an) extension (a longer gap) 
between the kids. DCP2 
Maternal mortality and morbidity can be reduced if women have fewer 
pregnancies. Effective contraception is the key to this (Ahmed et al., 2012). Another 
influence upon the women’s uptake of modern family planning methods was the Catholic 
Church, which disproves of modern family planning methods and promotes the natural 
Billings method as the contraceptive method of choice. As previously discussed in the 
literature, the Billings method can be effective if strictly adhered to but it is complex and 
has an overall pregnancy rate of between 1-22% (Hall, 2017).  
4.3 Decisions about place of birth 
There were a number of factors impacting upon women’s decisions about place 
of birth. In Timor-Leste, the National Health Strategy, 2004-2015 supports the policy that 
women birth with a SBA at a clinic/hospital (DRTL, 2005). It was demonstrated in the 
data, however, that this was not straightforward in practice. Some women acknowledged 
the husband’s authority in the final decision about place of birth. This decision, however, 
was not consistent with the National Health Strategy.  
Some women, the husband wants them to just deliver baby at home. 
VD1 
Unfortunately, what was also apparent was that the husband’s decision to birth at 
home could have dire consequences. For instance: 
One of the neighbours has too many children. I advise him that his wife 
should deliver in the hospital. He did not want to. His wife wants to go 
but he did not want to go. Finally the baby died. VD2 
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As noted in the field notes, not all men in the districts wanted the women to stay 
at home. One husband, a community leader in Viqueque said that the women should be 
routinely checked at the clinic. This ensured that everything was progressing normally 
with the pregnancy. The husband considered that childbirth should take place in hospital, 
and then after one day the mother could be moved back to the home, because this man 
was always concerned about the health of the mother (Field notes, 24/05/2017, 
Vequeque). As noted earlier, whilst some participants acknowledged the husband’s 
authority to decide, many women indicated they had more influence in this decision. The 
strategies that some women used to ensure that it was their decision were illustrated 
here: 
The first thing is, I make the decision, and also get support from my 
husband. ACP4  
From the data, it was clear that it was important to the women that other people 
should respect their choices, specifically: 
If the woman want to go to the hospital, the family should support her. 
VCP3 
A woman’s extended family, the elders, were also influential in advocating for a 
particular decision about place of birth. These decisions were largely derived from the 
elder’s knowledge and authority from their own experience. For example: 
My mum is very traditional, so she never go to hospital. So most of 
(the) things she knows…she use traditional medicine. And she does 
not encourage me to go to the hospital. I decide to believe in my 
mother and deliver the baby at home. DCP4 
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It was evident that women do rely on the opinions of their family and husbands. 
This was partially because even in Dili there were limited opportunities to access 
additional information to help inform decision-making. In this case:  
I don’t know who I can talk to so I just follow my mum. DCP4  
If however, women were exposed to new knowledge and ideas, this may 
influence them to make different decisions. This woman for instance, had birthed at 
home with her previous baby but after gaining further knowledge, she was able to make 
a different decision for her next birth: 
I work for an organisation that support women, like ALOLA Foundation. 
You have to do this training, about woman and the mother. So I have to 
do this for my first baby (birth at home) so for my third baby I actually 
go to the hospital. DCP4 
Sometimes a woman may make a decision that went against her family’s wishes. 
The effect of this was illustrated here: 
I told my mum, my mum cross with me she say ‘why do you have to go 
to the hospital? But I am like, I have to make this decision. So I go to 
the hospital, and I trust her to stand close by me, she support me even 
if she is cross with me, she support me. DCP4 
It was understood that not all women were able to make their own decisions and 
do what they wished. One woman I interviewed in Dili made the following comment about 
conversations and interviews she had conducted with women living in the districts:  
Uhh no not all women experience this…. Although they are in town and 
they can access the clinic… not all women can influence their family. 
DCP3 
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If women had closer proximity to SBA services this may facilitate their decisions 
to use the hospital or clinic. For instance, one woman in Viqueque district talked about 
the background of her decision about place of birth. The researcher’s questions were 
used here to try and give more depth and context to the discussion. In this woman’s own 
words:  
I have heard there may be a birthing place established here. I had my 
last three babies at home. VCP2 
Researcher: If there was a birthing place would you come?  
Yes I would come. The advice from the midwives and doctors would 
decide me. If it is available I will decide, not only me, but husband will 
decide to come. VCP2 
Women in both Ainaro and Viqueque districts commented that they would be 
more motivated to attend the health posts if they were closer to them:  
Before they built the clinic the women would stay at home; because of 
the distance to the hospital. But after they built the clinic, almost all of 
them will go there. VCP2 
It was not only the younger generation of women in the districts who thought 
there may be more safety in the clinics or hospitals, as illustrated here:   
But other mothers will say no you must go, what if you have a 
problem? So sometimes the husband, mother, or mother-in-law all say 
“you should go to the hospital”. ACP1 
The decision about where to birth was not, however, always straight forward by 
any means with many factors that needed to be first considered. For families in Dili and 
the districts, the decision-making about place of birth rested upon the knowledge and 
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previous experiences of the couple, their family and the family’s socioeconomic situation. 
In addition, structural constraints of access also played a part. For example:  
The limitations of the house. The hospital will have medicines, the 
economics, to avoid the sickness. If something is wrong with the 
woman or baby. But he may prefer the baby to be born at home, 
because of problems with transport, distance, and economics. Or he 
doesn’t want his wife to be watched by other people. VCP2 
The women commented about a range of other issues that influenced their decisions 
about the place of birth. These have been organised into the following sub themes: 
Barriers to access: infrastructure; 
Women acting on experience; 
The influence of poverty; 
Competing priorities; 
Keeping their options open.  
4.3.1 Barriers to access: Infrastructure 
A range of infrastructure issues discouraged women from using services. Lack of 
roads, poor condition of the roads and lack of transport were big issues commonly cited 
by the women. These had an impact because:  
The most important problem is because women are living far from the 
clinic and bad roads make it very difficult to go to the clinic. VCP1 
Not surprisingly, the women interviewed in Dili did not identify the condition of 
roads or the lack of transportation as essential challenges for them personally in terms of 
getting to clinics or hospital. These Dili women did however, acknowledge this issue as 
one of a number relevant to women in the villages: 
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Because it is hard for women in the village to access transport and 
information. DCP4 
Transportation can be a challenge even in major regional towns. As noted earlier, 
in Chapter Three, Vequeque is built beside a river and the main road though town follows 
the river for about three kilometres. During the dry season, the river is relatively shallow, 
and rather than walk to the footbridge, many townsfolk simply wade through the river. 
One of the interpreters in Viqueque told me that as a student they had to walk two to 
three hours and then wade across the river every morning and night to get to the 
secondary school. After rain the river floods, becoming too deep to cross and access 
across the river is restricted to one pedestrian and one vehicular bridge. Distance from 
health services, lack of transport and poor roads continue to remain significant barriers in 
the districts, as demonstrated here: 
But still many women cannot access particularly those who live in rural 
areas that is far from roads and transport. VCP4 
At one focus group in the Ainaro district, there was consensus between the 
women. No matter how much women may wish to use a service, they all believed that: 
Almost all women here think the same, the important thing is to be in 
hospital. But the issue is the long distance. (Focus group, Ainaro, 
19/6/2017). 
Whilst some women used an ambulance to reach the clinic or hospital there were 
still financial and logistical problems. Many people lived in villages that were situated on 
walking paths, rather than roads. These walking paths must be navigated before 
reaching a road. When the women were discharged after 24 hours, they may have a 
significant walk off road to get home. This meant then that: 
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When they want to deliver they must come to the clinic, but after they 
deliver it is hard to get home. ACP1 
Difficult road conditions also impacted upon the condition of vehicles. For 
instance, the ambulance was often off road because it needed maintenance or maybe 
away transferring another patient. Sometimes the women tried other options. In this 
case: 
If woman need help they will call police, Marie Stopes, (family planning 
NGO) or some other NGO. ACP1 
As a result of the limited opportunities to travel to clinics, some women would 
travel when they were able. This demonstrated the women’s commitment to getting 
services such as vaccinations for their babies. 
Sometimes they have the baby at home because they live a long way 
away. After the baby is born, like after one week they will bring the 
baby to hospital. ACP1 
4.3.2 Women acting on experience. 
From the data, it was clear that the women’s experiences of care influenced their 
subsequent demand for SBA services. For example, many Timorese women had a 
personal memory of women suffering complications of childbirth at home. For instance: 
When I saw my mother birthing with a TBA after the birth, my mother 
lost a lot of blood. My mother nearly died and the TBA did not do 
anything. She did not know what to do. They do not know how to help 
when a woman loses blood. DCP1 
It was apparent that opinions and information provided by others had a significant 
impact upon some women’s future choices. This can be seen from this quote:  
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And at that time I was um influenced by some ideas that ah to um to 
deliver to the baby in the hospital you will face so many ahhh many 
things like ‘the midwife will threaten you, they will be angry with you, 
there is no privacy. DCP3 
The impact of this was clearly articulated in the following:  
So, I know this is not a good way (but) actually I heard that to go to 
hospital to deliver a baby is not safe. DCP4 
It was not only previous anecdotal birth experiences that impacted on women’s 
subsequent choices for care. In contrast, one woman had chosen a home birth but she 
found that the experience was not what she had anticipated. She said: 
My sister, my mother-in-law, I was thinking, ohh my mother-in-law is 
here everything will be OK. But it’s not as easy as that. They just 
surrounding me, sit about? Hmm, they are wanting to see what 
happen…. they are just sit there. But, in Dili, for one day and one night 
for 24 hours the baby was not born. So then I say OK let’s go to the 
hospital. So we went to the clinic, and in one–two hours my baby was 
born. DCP3 
In comparison to this experience at home, when the woman arrived at the 
hospital she received support from the midwives, support that she may have been 
expecting from her mother-in-law. In her words:  
The midwives were angry with my mother-in-law. They say why do you 
wait so long. I think the midwives were right, why did my mother-in-law 
wait? ... But it was very good, that midwife and doctor. DCP3 
The woman’s experiences at the clinic was also influential in her decision about 
future care. After this same woman’s previous experience, she decided that: 
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Now I believe that next time I have to go to hospital. DCP3 
The experience of other women also influenced subsequent decisions they made 
about place of birth. In another example, a woman may have been unwilling to use the 
health service. If however, they do go and they are well treated and provided with a good 
quality service this influenced their future decisions. For example:  
When the women go to the clinic at first they resist going. But when 
they go and talk about their symptoms, the midwife has empathy. So 
now they go to the clinic. VCP1 
For a number of reasons, not all women, however, had such a favourable 
experience in the clinic. In this instance, another woman went to the clinic for her first 
birth. Her family thought she would go back to the clinic for her next birth.  
Everyone decided that I should go to the clinic. But I decided that I 
should stay at home. DCP6 
The reasons for this were highlighted in the following: 
My first experience, errr… some midwives are good but some are not 
so good. So that’s why I decided. Because when she felt pain and 
sometimes people are screaming. But at the clinic we have to be quiet. 
Her mother and husband went to the midwife, “please go and see her, 
why she is feeling bad? The baby is ready to come”’. But the midwife is 
just ignore her. DCP6 
After further questioning, this woman went on to describe the fact that it was she 
herself who was screaming and needed help which was not forthcoming. When asked 
how she felt about this, the woman replied:  
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What I think is, well, the clinic the hospital is the place for them to help 
us. But when we come and they ignore us, it is better to be at home. 
DCP6 
4.3.3 The influence of poverty 
Extreme poverty also mediated the experiences of pregnancy and decision-
making about place of birth. As noted in the literature, the women in Timor-Leste were 
commonly malnourished, and many had anaemia as a result of inadequate nutrition, 
hookworm infestation, malaria and close spacing of babies (NSD, 2010). Adverse 
economic circumstances influenced the women’s choices about nutritious diet for 
themselves and their families. Often the women needed to prioritise how money was 
spent. For example: 
Sometimes it is difficult to eat, she want to eat fruit but no money to 
pay. She want to eat meat but no money to pay. She also know that 
green vegetables are important. VCP2 
This illustrated that the women may know what they should eat but circumstances 
made this impossible. For example, even if the family grew their own food, they may still 
be unable to share this food with their family. Talking with women in the community, they 
said that even if they had enough food, vegetables, fruit, eggs and rice, they had to sell 
this food. The family knew this was quality food but they needed to sell it to bring income 
for the family (Field notes, Vequeque, 6/6/2017). With poverty influencing how food was 
distributed to the family or elsewhere, it was not surprising poverty also influenced 
choices about the place of birth. The family’s socioeconomic situation, the structural 
constraints of access in terms of travel and costs also played a part. As demonstrated 
here:  
No money for transportation, because they are far from the clinic. 
Focus group, Viqueque, 24/5/2017. 
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For families living in poverty the financial implications of every decision were 
considered in advance. In regional and rural areas, when a woman attended a health 
post or clinic, these facilities offered a basic service. If the woman or baby experienced a 
complication, then the SBA staff attending to her organised a transfer to a larger referral 
clinic or hospital. The woman may go in an ambulance, but the accompanying family 
must pay for transportation, food and even accommodation near the referral centre. 
Health services did not offer food or potable water and so if the family did not accompany 
the woman, then she had no access to food or fluids during the labour and after the birth. 
In addition, there were also additional costs of transport when the woman and her family 
returned home. Therefore when family are weighing up a decision to access SBA 
services: 
They will first look at family economics for example if the woman 
decide to birth at the hospital, the family will think about if the midwife 
will refer to Baucau or Dili. The economics of the potential situation 
may be too much to choose to do. VCP1 
Not only were there costs of transportation, food and accommodation, there were 
also other costs associated with a hospital birth, as women must provide their own 
supplies of everything that was needed.  
What are the costs of birthing at the clinic? Costs of transportation, 
baby clothes, baby oil, some clothes for the mother, whatever is the 
condition of the fashion. VCP2 
This all illustrated therefore that for families living in an impoverished state there 
were strong motivators to birth at home. Because if the women are at home: 
They not need any materials. They just use any clothes for the baby. … 
(In the hospital) they say oh you don’t have this, you don’t have that, 
why don’t you have this? But at home it’s like easy, very easy going. 
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They are just attending with what you have there. And also it’s very 
private. .. Some people, if they don’t have any money they may just 
give birth at home. DCP7 
4.3.4 Competing priorities 
Another significant issue influencing decisions made about place of birth was the 
women’s workload, their domestic responsibilities, particularly children who could not be 
left behind alone whilst the women travelled to a clinic or hospital. In addition, in rural 
areas the men may be away working on farms some kilometres from the house. Women, 
therefore, must also tend to crops and domestic animals. Furthermore, the women may 
not have family residing in the immediate vicinity to help them. A complicating factor was 
that Timorese women had many children and it was not easy to plan for when the labour 
would commence. This then created other impediments: 
The reason you don’t go to hospital, no one to look after the children at 
home. If you want to find someone that is a problem. The women really 
need to go to the hospital, but the children have to look after 
themselves. (Focus group, Ainaro 19/6/2017) 
4.3.5 Keeping their options open-negotiating SBA 
The women were caught between the authoritative discourses of their family and 
the directives from government and SBA who strongly urged them to attend a health 
service and birth with a SBA. In addition, the women were juggling the competing 
demands of caring and domestic work in addition to difficulties of access to SBA 
services. Even if the family were advocating that the woman use SBA, some families 
lived far from roads with public transport and cash reserves were fragile and 
unpredictable. In this environment, whilst many women may have wanted to birth at a 
facility, what may happen was that women and their families attempted to negotiate with 
SBA for assistance with a birth at home.  
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In Viqueque, the women were encouraged to attend the ANC and subsequently 
birth at the hospital. If a woman was unable to get to the hospital, she may ring the 
midwives and a midwife may be able to travel in an ambulance to attend to her at home. 
This occurred only if there was an ambulance and staff available. In addition, the 
midwives would only travel to the woman if they knew her and she had attended the 
antenatal clinic during the pregnancy. This strategy provided incentives for the women to 
attend ANC: 
It is important to go to the clinic to avoid the anger of the midwife. 
Because if the midwife does not know about the condition of the baby 
from the first, she will reject to come to the house. VCP2 
Even if a woman was in labour at home and the midwife was not attending her, 
then the midwives wanted to stay in communication with her.  
If possible, childbirth is at hospital but (they) can birth at home. (They) 
should get permission from the midwife. VCP2 
This was because: 
If (there is a) problem with baby (the woman) should stay in touch with 
midwife. VCP2 
One woman expressed confidence that this midwifery assistance would be 
provided to her at home.  
If she get regular check-up and (her) condition change even if she call 
from her home the midwife will come to help her. VCP2 
Some women birthed at home but still wanted the reassurance or the option of 
assistance from a SBA to ensure that all was well following the birth. For example to 
ensure the placenta was delivered, to control bleeding; or to support or resuscitate the 
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baby. Therefore, the family contacted the midwife to come to them in the ambulance to 
ensure that all was well:  
But if the women have the baby at home they may be afraid because 
there is no facility. Even they have traditional midwife but the guarantee 
of the safety of the baby is not... If the condition of the baby is good, 
then (all) is good. So after the baby is born they will contact the midwife 
to come and attend to them. VCP4 
The woman’s use of the ambulance and midwife as backup, however, could 
result in midwives being called out to manage obstetric or neonatal emergencies. This 
created a problem because if the woman was at home, the midwife had limited resources 
to manage the emergency.  
In reality, the women or her family were negotiating a birth that complied with 
their own circumstances and needs. The women and families were indicating they 
understood there may be a need for emergency support. Many woman demonstrated 
this understanding in their attempts to comply with the MoH and clinic edicts that they 
used a SBA. Therefore, the women called the ambulance to ensure help was there if 
they needed it. Even if the women lived in town they may not attend SBA facilities. One 
example of women negotiating the terms of the assistance and service from the 
midwives was provided here. In this instance, this woman said she was wanting to go to 
the hospital, had called the ambulance, but the baby came quickly. This woman had 
subsequently birthed more babies at home. The family were less well off than some and 
there were a number of small children to care for, which may well go some way to 
explaining other motivations for birthing at home. Claims of a quick labour may be likely 
reasons for a woman to birth at home. However, a rapid labour also provided a legitimate 
excuse for what may be a passive resistance to attending the clinic. This woman said: 
137 
 
So if the delivery of the baby is good, she will do herself, cutting the 
cord, deliver the placenta, she does not always call the midwife. The 
advantage of the home is better, because the baby is quick. ACP5 
Even if the women did birth at home, they seemed to accept the benefits of 
vaccination for the baby. It was often commented that a week after the women had 
birthed, they would bring the baby to the clinic to have the birth registered and ensure the 
baby received their vaccinations (Field notes 29/5/2017 Vequeque). 
4.4 Traditional practices  
Many women continued to use traditional practices. One of these being the use of 
the TBA, daya or sometimes called the liman bidaen, who was often involved in the care 
of pregnant and birthing women. The daya was called to assist if there were difficulties in 
progress of the labour or after the birth. For example, if the baby was breech, or if the 
woman was not progressing in labour. For example, a daya commented that:  
In the hospital, a woman from Klaerek Mutin, the baby is being born 
with her bottom first. The hospital at Vequeque want to transfer her to 
Baucau but the husband said ‘no money’. Finally the husband come to 
me and I went to the hospital and turned the baby. The baby then born 
normal. VD1 
Alternatively, there may be difficulties following the birth. In these cases: 
Some women after (they) deliver of the baby the placenta cannot come 
out so the women sleep with it for two days and two nights. What they 
do is after the baby born they tied the cord that is still attach with the 
placenta to a coconut fruit then the family come to me. I went there, cut 
the cord, take out the placenta then clean the women. VD2 
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Daya were also engaged to perform social and ritual ceremonies, both before and 
after the birth. Whilst many Timorese embraced modern medical practices, they still 
retained the traditional ideas about illness causation. For instance, Timorese commonly 
attributed misfortune to the intervention of their ancestors or other spirits. Women were 
particularly at risk of spirit attack in pregnancy. These spirits tended to manifest 
themselves only to unaccompanied individuals, thus it was very important that pregnant 
women did not travel alone (Hicks 2004). Pregnant women were particularly vulnerable 
to spirit attack. This meant that the women were reluctant to travel alone or at night. 
When they did go out, they wore some sort of protection. All the community participants I 
spoke to with the exception of one, carried some form of protections when pregnant. This 
extract was used to demonstrate the researcher’s questions and exploration of how the 
women protected themselves, and the rationale for this.  
Some must carry the nail (she produces one from her hair) ACP1 
Researcher: Ohh yes and you have one too. What is that for? 
To protect from bad spirits. ACP1 
Researcher: And can you tell me a bit more about that?  
Some they take, like a rosary, also I take rosary but in my pocket, also the 
hair brush. ACP1 
Researcher: Oh yes and that is to protect as well?  
Yes to protect. ACP1 
Researcher: So is it to stop the spirit sitting in the hair?  
Yes (Laughter) ACP1 
Researcher: And the nail? Is that to stop the spirit from sitting in the hair, from 
coming into the hair?  
Yes. (Laughter) ACP1 
Researcher: And so do many women feel this way?  
Most women do this. ACP1 
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Bad spirits can manifest in both outside and inside environments, which may in 
turn influence where the women feels comfortable to birth. For instance, in the first 
pregnancy some women were not allowed to enter a modern constructed house. This 
was because the traditional houses were protected with magic whereas the new 
clinic/buildings were not protected from bad spirits and so the baby could die (Field 
notes, Vequeque, 29/5/2017).  
Not all women, however, believed in the effects of the spirits. For instance, in Dili, 
this woman’s husband was not Timorese and therefore, both husband and wife were less 
likely to subscribe to traditional Timorese beliefs.  
When the women is pregnant, we didn’t really believe all this. 
Especially my husband’s family (as) they are mixed blood, from 
outside. They don’t really believe that so we go out and come home at 
2am in the morning. DCP6 
Sickness or trouble was also attributed to a failure to pay respect to the 
ancestors; illness could also be caused by witchcraft or sorcery (Hicks, 2004). For 
Timorese people therefore, in many circumstances, misfortune and sickness was a 
consequence of human behaviour.  
For those who had accident and broken bone. They will not have that 
accident if nothing wrong in the family or elsewhere.VD3 
One participant from Dili recounted a story from their own family that further 
illustrated these traditional beliefs and the effect they can have. This participant was 
keen to provide me with an understanding of the ontological beliefs about the relationship 
between social conflict and misfortune.  
My grandmother tell me this story. So when my mother was getting 
pregnant, her husband … they argue, with her sister’s husband… My 
mum and her husband run away from my grandparents…So mostly my 
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mum when she give birth her sister is mainly the one to attend, with my 
mother… we have birth only by daya then because there is no doctor 
or midwife...She is two or three kilometre away and then she was 
pregnant with my younger sister… So there is no family there... They 
don’t know her character and her behaviour… only my grandmother 
and my aunt understand this. But they were not there. So when she is 
giving birth, my father is running with his horse, calling to my 
grandmother you must hurry she is giving birth,.. Maria is now giving 
birth. After my grandparents they are there, she is already passed 
away. They didn’t know. So what can they do, they didn’t know. After 
baby come, the placenta they just pull it, because she didn’t 
understand about her. Also because she is having a problem with her 
sister, talking bad words with her sister…She was alone and having the 
baby…So this is what happened in my family. Like using bad words, if 
you are having problem with family, if your wife is having a baby, if you 
do something bad it will cause problems for her...This is how we think 
about these things. DCP7 
Therefore, in order to resolve the tension caused by conflict or harsh words there 
were ceremonies performed to smooth the way for an easy birth. The daya helped 
relieve any social tensions between family members. For example: 
A pregnant women is about to go to a clinic to deliver her baby then 
both family have to immediately concentrate in one place. If any 
controversial words between them then they have to solve it 
immediately. For example using a string, pick back all the words they 
have said and pull the string over the woman’s body. Then the woman 
can be taken to the clinic to get assistance. VCP4 
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Another strategy used by the daya was illustrated here: 
The family must gather and the harsh words/actions are retaken. We 
use betel nut and leaves, or use saliva rub to the woman’s womb and 
retake their words. VD1 
Furthermore, the daya could perform other ritual ceremonies such as cutting the 
umbilical cord and washing the baby’s eyes in the postnatal period. In this case, the 
baby’s eyes were washed with betel nut and young coconut milk before they left the 
house. This ceremony protected them from bad spirits. There were many daya active in 
Dili and in the districts where this research was conducted. They were often family 
members, as illustrated here:  
Actually my grandmother and my mother, they know traditional 
medicine and they believe in traditional medicine. They use this most of 
the time. And also because my mother is like a traditional midwife. Yes 
and she help me deliver the baby. Because most people in the 
community come to my mother when they deliver a baby. DCP4 
For some communities, using a daya remained an attractive option. There were a 
number of reasons for this as illustrated in the following comment: 
Because the husband and family trust me. People not worry about no 
money to go to hospital. VD1 
Another reason why using the daya was appealing was because the daya and 
other healers were local women and men living close in the community. There was, 
therefore, an element of convenience such that: 
People come to me sometimes at midnight. I always come and help the 
women. VD2 
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The traditional skills of the daya were learnt from a relative, the knowledge was 
handed down through the generations. The daya may have other healing skills in 
addition to knowledge about supporting women in childbirth as illustrated here: 
I also have skills to set broken bones. I know specific leaves for this 
problem. I learn this from my brother. He was a traditional healer 
before: including (he) cure the bishop. VD2 
Traditional healers such as the daya were also called upon to manage a range of 
other reproductive health issues. These included, treating women who had ongoing 
bleeding after childbirth, contraception, no period, infertility or painful periods. If the 
remedies were successful, this would increase the woman’s confidence in the daya’s 
abilities. Consequently: 
After they got pregnant they would come back to me ask to assist them 
in the delivery.VD1 
Much of the adherence to tradition was at the bequest of the elder generation, 
particularly the mother or mother-in-law. It was clear from the data that the young 
couples would comply with the requests from the older generation out of respect and 
obedience. 
So if your mother or mother-in-law is still alive they will say, you should 
do this. ACP1 
Not all the elder generation, however, expected the woman to adhere to past 
traditions and influenced the decision making to the contrary. This was illustrated in this 
case: 
Some women will have the tradition where they wash the baby’s eyes 
but she did not. She ask the grandmother, grandfather, they say this is 
fine. “This is in the past, think about the future”. I say to (my) family, ‘do 
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I make the big effort of not?’ They say ‘no, it is fine.’ So I would have 
made the ceremony if the family had wanted it. ACP4 
Traditional beliefs also extended to what food women should consume. There 
were many food taboos applied to pregnancy in addition to traditional supplements and 
medications designed to restore balance to the body. Typically, it was thought that the 
pregnancy had a heating effect and therefore, to restore balance the women were 
encouraged to avoid any foods that had elements of ‘heat’. These foods included eggs, 
meats and fish. The women said: 
You are not allowed to eat fish, you can eat the big fish but not the 
small fish, but then you are not allowed to eat some vegetable and fruit, 
this is the traditional way. DCP3 
Not all food taboos were related to the concepts of ‘hot’ and ‘cold’. Some food 
taboos were justified because it was thought the baby would take on the attributes of the 
food consumed, or that the food may simply cause a physical blockage in the birth canal. 
During my observation at the antenatal clinic in Viqueque a woman explained to me that 
she could not eat turtle and other sea food. This was based on the information from the 
fathers. The reason was that by eating turtle the baby would have no bones. She also 
could not eat egg because this would cause difficulty when the baby was born. In this 
instance, the egg would sit in front of the head and cause an obstruction. This was called 
‘egg disease’ (Field notes, Viqueque, 29/5/2017). There were other explanations given 
as to why a woman should not eat egg in the antenatal period. 
The belief here is that if you eat the egg when you are pregnant, the 
blood will be very smelly. VCP3 
The trouble was that the foods avoided such as eggs and fish were important 
sources of protein. Women who may be already malnourished had less opportunity to 
eat a balanced diet. These food taboos in pregnancy were a factor that contributed to 
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malnutrition, anaemia and poorer outcomes for the women and babies. Whilst it was 
clear that food taboos were still prevalent and influential, many participants in Dili and the 
districts demonstrated alternative attitudes to the food taboos. As illustrated here: 
So my mother she didn’t tell me to eat (particular) food. As long as the 
food is good for our health and our babies health. And especially the 
first pregnancy is in the crisis and so she say eat whatever you can that 
is good for you. DCP6 
Many women would also use traditional medicines during pregnancy, labour and 
after birth. One such example was illustrated here: 
They take the skin from the tree, they just boil to drink, or they boil and 
mix with rice. They take this to keep the woman strong. ACP3 
These traditional medicines had a range of actions. In this case: 
There is traditional medicine to take every day. The purpose is to make 
the labour short and the placenta to come at the same time as the 
baby. They take this medicine starting from one month and up to 
delivery. ACP2 
Women commented on the various applications of the traditional medicines. For 
example, the medicines could be swallowed or applied topically. One application of the 
traditional medicine was to rub the medicine into the vagina and cervix to ripen the 
cervix. This would facilitate dilatation and the onset of labour.  
Sometimes the balloon inside is closed the way for the baby to come 
out. I used leaves and rub to the women’s vagina so that the baby can 
be due. VD2 
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Whilst women are believed to be in a ‘hot’ state during pregnancy, in the act of 
giving birth, the expulsion of the baby and the blood loss alters the balance and the 
woman enter a ‘cold’ state. As a result, after the birth, the woman was encouraged to eat 
foods and adopt other practices to heat her and restore her equilibrium. Women 
participating in the focus group in Ainaro district agreed about what happened after the 
woman had birthed: 
The women coming home they use the fire inside the home, bring the 
hot water, have a shower and massage with the hot water. And during 
the day use the fire to make warm the blood at the back, the blood will 
be coming out and all day just close to the fire to keep warm. Ainaro 
Focus Group, 19/6/2017. 
In addition, most women were encouraged to consume chicken, corn and 
soybeans after birth. These foods were a good source of protein and nutrition and 
supported breastmilk production and the women’s recuperation. The time frames taken 
to observe postnatal practices varied between the regions and families. Despite the 
prevalence of traditional ideas and practices, many families were adapting their idea to 
modern circumstances. This was because modern building and hospital practices were 
replacing some traditions that were used to protect the baby. For example: 
Some women have the fire. They have to keep the baby warm but 
already we have a building like this so we don’t do it. ACP2 
The strength of the effect of hospital rules on the traditional practices was clear: 
If the woman is delivering in the hospital they will not use hot water. 
Because this is the rule of the hospital, we cannot be against the rule 
because with too much hot water the medicine may cause something 
else. We cannot mix the traditional medicine and the modern one. 
When women have medicine they can take bath in warm water. VCP5 
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Clinical service providers were actively working toward debunking traditional 
beliefs. The women explained to me that frequently some of the clinical practices, such 
as the oxytocin administration or the vaccination of the baby, effectively replaced 
traditional practices designed to keep the woman and baby warm (and therefore 
protecting them from harm). Some women accepted that modern care safely replaced 
some of the practices they had used in the past. The effect of this was clearly outlined 
here:   
For my first three babies I used the fire afterwards. But if the baby is 
born at the clinic I will not need to use the fire. Because the 
immunisation is complete, the facility and medicine is provided. VCP3 
Furthermore, the midwives were advising the women that it was dangerous to mix 
traditional practices and modern medicine. Doing so may cause unforeseen 
consequences. Some community members approved of these changes, even if the 
rationale seemed a little confused:  
So the advantage of childbirth in hospital is because after childbirth 
they just take the medicines and that is that… If they have the baby at 
the hospital then there is no fire. The fire is to prevent anaemia. When 
they have the medicine at the hospital they don’t need to have the fire. 
VCP3 
The community were encouraged to replace traditional potentially harmful 
practices such as the fire and hot water (which can cause respiratory diseases and 
burns) with modern healthcare services. Without an analysis of the active ingredients of 
traditional medicines, it also seemed likely that mixing traditional herbs and medicines 
with modern medicine could be potentially dangerous. 
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4.5 Family dynamics, support during pregnancy and following the birth  
During the woman’s pregnancy, birth and early postnatal weeks, the husband and 
family were the primary care-givers. Family members advised and implemented the 
traditional beliefs through their caring practices. From the interviews, the women 
indicated that during the pregnancy and after the birth they relied a great deal upon 
support from their husbands: 
Because sometimes you do need your husband, because you can talk 
to them. DCP4 
It was clear from the data that there were a number of ways that the husband 
provided this support. For example, during the pregnancy: 
The partner they always try to help her, control the food, they try to get 
things, make things less stressful. They try to control these things. 
DCP2 
My observation of the districts and also when attending the clinics and hospital 
was that the husband usually waited for the women outside the hospital when she was in 
labour. The men were often outside because there was more than one bed in a birth 
room and frequently more than one women in labour at the same time. Generally, the 
birth rooms did not have curtains or screens; and linen was scant. So unrelated men in 
the vicinity would be undesirable. This meant that: 
So at the clinic the husband is not with the woman, only the midwife is 
with the woman. ACP3  
The consequence of the lack of privacy for women in the clinic or hospital was 
that women did not have access to support from her husband. It appeared many 
husbands valued this role. This situation was different if the women birthed at home, as 
illustrated here: 
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At home, the husband is with the woman with other family. The 
husband is the one who provide the support. He wants to provide the 
support to the woman. ACP3 
I noted that the husband was often the primary source of support during the 
pregnancy, childbirth and the period of seclusion following the birth.  
She had no support from family, just her husband. Her parents are old. 
Only husband and wife during the pregnancy. Starting from the first to 
the last, the husband provides the support. ACP5  
It could be speculated that if the men and/or family wanted to provide support to 
the woman in labour and birth this may be another factor that influenced decisions to 
birth at home. However, there was no evidence from the data to support this. After the 
birth in the early postnatal weeks, the husband and family assisted the woman as she 
recuperated at home. For example: 
Hmmm ah the main people support to the mother is the husband and 
also mother or father in law… so it’s the main people to help is her 
husband and that family. It’s really husband help, cooking, washing. 
DCP5 
The women often had support from their own family. Many of their mothers 
adhered to traditional practices as illustrated here: 
You have to have hot shower for 40 days, you will cover your head and 
you will wear a long sleeved shirt then you have a hot shower every 
day. Your mum will help you, take a hot towel and do (some massage). 
DCP3 
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Women’s period of seclusion at home varied between districts but also depended 
upon how much assistance they received from their family. The example of this woman 
illustrated this: 
She has a lot of sisters, she stay at home for three months with her first 
baby. With the second baby the sisters did not come, so she stay at 
home for a month. ACP4 
It appeared however, that having the support from the husband was not 
necessarily the case for every women:  
Their husbands, sometimes lucky if they have a husband who supports 
them. DCP4 
Some participants commented that they would like to see the woman get more 
support from their husbands or partners during the pregnancy. The reason why this was 
important was clearly articulated here: 
Yeah, when I go to ANC, I have to go alone. I notice other people go 
alone. I wonder what would happen if something happen. So there are 
women at the clinic without someone with them. There is no 
responsibility by the men to control the wife during the ANC and 
delivery. DCP2 
Interestingly it was evident that commonly the men may be more attentive or 
concerned for the women in her first pregnancy. In this case: 
Actually for the first baby, the husband will be more taking care of the 
women, find things for the women. For the second one, not many 
husbands will do that. DCP5  
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My impression was that this woman would have liked to have more support from 
her husband when she attended the ANC. She said: 
Going to the facility, my husband never come with me to the facility to 
do the ANC. To do the delivery. Some husbands they do this. They still 
ask how the baby growing. But some husband say, “Oh well, today my 
wife go to the clinic”, and that’s finished. DCP5 
The women’s social role and the way they engaged with their husband’s family 
was established once they were married. One well educated Dili woman explored the 
role of the new bride in her husband’s family. She reflected upon her family interactions, 
and how they impacted upon her capacity to develop quality relationships with other 
members of the extended family. This woman disclosed what it meant to be the new 
wife:  
Because for the man’s family when you are married to the man, so 
when you go and visit them you have to serve them. You are ‘feto foun’ 
(the new girl). You are the new girl, new lady of family. So you have to 
service them. You have to cook, provide lunch, you have to do 
everything. You don’t have enough time to talk to them, so you don’t 
have time to develop relationships. DCP4 
When developing upon this idea this participant expressed frustration about the 
way women were silenced, and how the family collusion and dynamics enforced this 
tradition. She said:  
You have to cook. You have to provide lunch. Sometimes you feel like 
it’s not right. ‘I don’t want to do that’, but you can’t fight with them 
because you need to give them respect. So you will not say any 
anything. You will just cook. DCP4 
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The problem was that if a woman resisted the status quo of the family dynamic, if 
she did not serve and work in the kitchen at family events then she was not 
demonstrating the respect and obedience expected by her husband’s family. There could 
be significant repercussions, or consequences of this. For instance:   
Yes, they will stop loving you, you don’t need their help. DCP4 
Furthermore, the woman (and possibly her husband) would be isolated and 
marginalised. In Timor-Leste, women and men were heavily dependent upon family 
support and there were strong pressures to maintain family harmony. 
Their husband or their husband’s family may not support the women. Young 
married women had low status and even during pregnancy, some families expected 
women to continue to perform hard work. A woman was vulnerable to the will of her 
husband and family as illustrated from observations made by these daya: 
Some people want pregnant women to work harder. I normally advise 
them to not work hard or carry their children during pregnancy because 
this can cause baby to go to the wrong position. Some people don’t 
think about this. Here, many people want the women to work whether it 
is heavy and hard for them.VD1 
Some love their daughter in law but some are not. Pregnant women 
carry water and fire wood. All these create problem for them. VD2 
These daya were advocating for the woman and her situation during her 
pregnancy and birth. As far as this daya were concerned, there were some 
circumstances where the husband had a responsibility to protect or advocate for his wife, 
amidst his own family.  
Husband should support his wife so that she cannot work so hard 
during pregnancy. Sometimes because the women cannot cope with 
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the husband’s mother or sister in law. She then forces herself to do all 
the housework. VD1 
It would appear that the community contributed firewood or foods after the birth, 
but the family and the husband were the primary source of support. Many women were 
dependent upon their husband and family for this help. If the women did not have 
support forthcoming from their husband or family then there were few alternative 
avenues for help.  
The husbands support was necessary to enable his wife to build a positive and 
empowered relationship within his family. The woman also needed her husband’s 
support in order to be able to leave her home and move about freely, to engage in 
community activities and work outside the home. So crucial in fact was this support that 
some participants considered it to be integral to the women’s personal development and 
well-being. For example: 
I met some women whose husbands are working for NGO. Working for 
NGO or woman’s NGO. They are very supportive. They do have 
problems, their wife is pregnant in young age, but they support her. 
You go back to school, you should work, you should attend activities 
outside home. So, support from their husbands is very important. 
DCP3 
One of the issues identified in the data was that men could be difficult and 
domineering which in turn could be a problem for the women. Perhaps the men were 
exhibiting cultural notions of masculinity in order to reinforce women’s subordinate social 
status. These women then became isolated from the community. For instance: 
A lot of women they experience they cannot make decision, (regarding 
the) number of children they want, they cannot go to work. Husbands 
don’t want them to work because husbands very jealous. There is a lot 
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of things. Especially the young girls, girls who never work. They never 
have experience in organisations, never join any volunteer activities, 
they become very vulnerable to their husbands. DCP3 
4.6 Women’s experiences of SBA care 
This section explores the women’s experiences and expectations of maternity 
services. The women drew upon their positive encounters with SBA to express their 
needs and the characteristics or quality of care they sought from SBA professionals. 
These women also identified some concerns and forms of care that they did not want 
from healthcare providers. Fundamentally, the women believed that healthcare providers 
would use strategies to promote their well-being and protect the woman and her baby 
from illness.  
The expectation is to avoid disease, to have the basic service. VCP2 
In providing care, the women recognised that this included a number of 
components of healthcare. This included practical support in terms of the provision of 
goods and services, such as:  
The midwives also distribute nutritional supplements and mosquito net. 
So the midwife and the doctor visit the houses to distribute the anti-
worm medicine. Every six months. VCP2  
In addition, there was: 
So now some other important information for the mother is about the 
importance of vaccination during pregnancy, from the first month until 
nine months. VCP5 
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Importantly, it was clear that the women recognised their needs for information to 
assist them to improve their own health and the health of their baby. Specifically, this 
referred to areas such as: 
They want also to have information about the food. What foods for 
vitamins and nutrition, including themselves. Eggs and meat, they want 
to have information about that. Also about family planning. VCP1 
Furthermore, many women appreciated the personalised information they 
received during this time.  
 
They explain if I have a problem like with my blood, or weight. They ask me to 
do this and that. I have to take this milk, I have to eat more meat, or control this 
vitamin. DCP4 
This provision of professional advice all served to help the women develop trust, 
confidence and a relationship with the midwife. Part of building the relationship entailed 
the women relying upon health service providers to provide an accurate assessment of 
their own and their baby’s well-being. This included: 
They just check the tension (blood pressure), check-up the condition of 
the baby. Measure the baby, feel the position. If six months they hear 
the baby. They use the doppler. They (the woman) want to know about 
the baby inside. So they (the woman) want to know the condition of the 
baby. ACP1 
Importantly, most women expressed an understanding of the potential risk that 
pregnancy and birth posed to their health and well-being. Women understood that poor 
nutrition and lack of access to medicine or supplements, such as iron tablets, 
exaggerated these risks. As previously mentioned, many women suffered from anaemia 
and other health problems, such as malaria and hookworms. Preeclampsia, obstructed 
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labour and puerperal infection were other common causes of maternal morbidity and 
mortality in Timor-Leste (Livermore, 2002). The women, therefore, were not ignorant or 
complacent about the risks and potential complications of childbirth. This was not 
however, always straightforward: 
Sometimes there are needs that we cannot get, the good nutrition, we 
cannot always get the iron tablets. Perhaps there will be too much 
blood. There is much worry for us, after we deliver the baby we are 
happy but before we worry that everything will go smoothly. VCP2 
Retained placenta and the risk of post-partum haemorrhage appeared to be a 
common concern. As illustrated here the women were aware of these risks and had an 
opinion about where they would be most safe:  
If we stay home, nothing really happen. Like when we lose blood, daya 
she cannot do anything to help her. That’s why if so the doctor and 
midwife can look after her and also when they give us advice. DCP5 
It was clear from the data that the women understood the potential safe guard 
provided by SBA staff working in the clinic or hospital who could provide clinical care, 
manage complications and bring about better outcomes for mother and baby:  
Because the expectation is of the midwife that they have the facility to 
make an attempt for them. If there is a risk to (the) mother then they 
will take action. VCP1  
In some circumstances, this information empowered the women to make their 
own decisions and take action. For example: 
With the last baby the husband does not want to make the decision to 
go to the hospital. But she say, I am going because I might have a 
problem, I might die, so I am going. ACP3.  
156 
 
In addition, the women appreciated having someone to talk to, someone who 
listened to their concerns and worries. This gave them confidence to learn about the 
pregnancy and also confidence that their fears and uncertainties for the baby would be 
taken seriously. For example, if something should occur or if a woman became anxious 
about her well-being or the well-being of her baby then she would have the confidence to 
contact the midwife and relay her fears. In other words, the woman would be confident 
that the midwife would take her concerns seriously:   
If something change suddenly in her condition then she will inform the 
midwife directly whatever the condition. VCP2 
Many women commented positively about the use of the doppler to auscultate 
the fetal heart at the antenatal clinic and how reassuring this was. In this case, this 
woman was very clear about her preference for care during pregnancy and childbirth.  
She never believe the traditional beliefs because she has more belief in 
the midwife who can help her. When she goes to the clinic she can 
hear the voice of the baby directly. If something wrong with the baby 
the midwife will do something to help her. So traditional belief is past 
because she believe to the midwife. VCP2 
Other medical technologies also reassured the women and encouraged them to 
return to ANC. The extent of this was identified in this quote: 
Every time I go to the clinic, they would ask me to lie down, use sonic 
aid to listen to the baby heart...And the ultra sound, and that screen. So 
the baby, oh the baby is here. The leg is here. That give us hope. 
Oohh, the baby is ok, is growing well. DCP3 
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Many women had positive experiences of SBA care during pregnancy and 
childbirth. A number of women expressed their overall satisfaction with the health 
services. 
All the midwives here is good. The service is good. ACP3 
The remaining data was organised into themes that reflected on the key issues of 
concern identified by the women. These issues diminished the women’s confidence in 
the quality of care they were receiving from SBA. These issues have been organised into 
sub themes: 
Lack of privacy; 
The women are shy; 
Women want stronger relationships with SBA. 
4.6.1 Lack of privacy 
The most commonly cited concern for women birthing at the clinic or hospital was 
the lack of privacy. This lack of privacy for women in labour and birthing was emphasised 
as an important issue by women in all the districts where the research was conducted. 
The lack of privacy was expressed in terms of the lack of screens, covers/linen or even 
clothing during labour and birthing, in addition there were excessive numbers of people 
moving in and out or the birthing room.  
The birthing room is general for everyone. DCP3 
A lack of privacy affected the women’s experience of care in terms of their 
comfortability, confidence in the service provider and trust in the confidentiality of the 
service. There was definitely an opinion expressed as to how this could be resolved:  
The maternity ward should close door or (only allow) those who entitled 
to assist the pregnant woman. (They) should only be doctor and 
midwife. Not everyone can enter the room. VCP1 
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During participant observation of the clinics and hospitals I often observed that 
there were drugs or equipment stored in the birthing area. A woman would be lying upon 
the bed in her street clothes. There were commonly no covers. Staff, administrative, 
clerical, orderlies, medical, nursing or midwifery, who are not necessarily related to the 
direct care of the woman were coming in to get equipment or drugs or just chatting with 
other staff in the room. In addition, the door separating the room from a corridor or staff 
room was often left open. 
Another issue identified was the number of people providing direct care during 
labour and birthing. At present, it appeared there were multiple healthcare providers. 
One may palpate the abdomen while another took observations or performed vaginal 
examinations to assess the woman and monitor the progress of the baby. A number of 
women commented upon their preferences: 
Her recommendation is that one midwife should attend to the woman 
when she is in labour. If more than one midwife then they are shy. 
(This) makes them shy because the people (are) watching and walking 
about the room. VCP4  
The multiple caregivers diminished the provision of woman-centred care. When 
care was shared about, midwives did not develop the same knowledge and relationship. 
This was considered to be the hallmark of a trusting partnership between the woman and 
the midwife previously referred to in the literature. Multiple and random caregivers 
disempowered women. The women further suggested that: 
Maybe the government one day, one day if they have enough money 
they can make it like a private room so that only some people can 
enter. So only midwives and special doctor for the birth. Otherwise too 
many people in there... so who is she going to listen to. If there are only 
one or two person and her husband… it would be good. DCP7  
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It was clear therefore that the women wanted one midwife to provide care for 
them. They did not appreciate multiple care-giving, this was repeated by many of the 
women: 
And there is two or three midwives coming to examine them...Just the 
one midwife who needs help of others and then all the midwife come. It 
would be better if there was just one, that would be better. This is just 
what I hear. ACP1 
One of the other advantages of having one midwife providing the care was that 
the woman had an opportunity to develop a relationship with an individual midwife. The 
alternative was that:  
A number of midwives reduces the privacy for the women. If just one 
this makes it private. But if there are a number of midwives, they (will) 
be talking between each other and this is not private. There is no 
confidence. Woman to one midwife makes it private and gives her 
confidence. ACP4 
This meant that women were birthing in a strange place, amongst relative 
strangers and she had no way to shield her exposed body which was open to the gaze of 
multiple people, male and female. In addition, she may not have a husband or family 
member to support and advocate for her. The women would feel vulnerable, ashamed, 
humiliated and embarrassed. This humiliation was exacerbated if women were poor with 
no sanitary pads to hold her blood loss, cloth in which to wrap their baby, or fresh clothes 
for herself. In my observation of clinics and hospitals, I noticed that there were commonly 
no sheets or covers on the beds, nor screens around the bed or benches in health posts, 
clinics and hospitals in Timor-Leste. The women may be literally completely exposed and 
open to the gaze of staff and other public as they come and go into the room. This 
results in women commenting that: 
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In some part they said they don’t agree to go to hospital because they 
feel shy because sometimes the midwives do not give them good 
assistance. Sometimes they sleep naked and nobody care for them 
and many people come in and out. This reduce their motivation to go to 
the clinic. VCP4 
One suggestion that could help alleviate this problem for the women was that: 
ALOLA (also) need to provide maternity kits to the clinic or hospital to 
support the women who do not have cloth when (they) deliver their 
baby. VCP5 
There were clearly concerns about not only the number of staff, but particularly 
male staff, involved in the care of the women. Whilst woman may permit a male doctor or 
nurse if necessary, Timorese women have a traditional preference for a female birth 
attendant. The effect of this was clearly articulated here: 
Even man come and go (in the room) before the baby is born. This 
make them shy. There should be privacy for the women. There should 
be a limitation on the people watching her. VCP4 
This lack of privacy was another factor that influenced family decision-making 
about using the services. In this instance, it was noted that in the case of some 
husbands: 
Also he doesn’t want his wife to be watched by other people. VCP3 
This was, therefore, another reason expressed by the women as to why 
husbands did not want their wives to go to the clinic: 
It is not common, but I was told that sometimes the man will not allow 
his wife to go to the clinic because he believes his wife may be 
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kidnapped from the clinic by another man. Focus group, Viqueque, 
24/5/2017. 
Not surprisingly, the women did not like to be in labour and birthing in the 
presence of strangers, some of them men. This lack of privacy in clinics and hospitals 
discouraged the women. The result was: 
 Every mum will go to the clinic, but when it comes to having the baby 
she will stay at home, she feel shy. ACP1 
A lack of privacy was also apparent at the antenatal clinic. During participant 
observation, I noted there were commonly two midwives providing care, sometimes three 
midwives consulting with two women at the same time. As a consequence, the women 
said:  
It’s quite good. You can receive some services but you can’t share 
information because there is a lot of people, it is very public there. 
DCP4 
4.6.2 The women are ‘shy’ 
In addition to the lack of privacy, the women may feel embarrassed or self-
conscious for other reasons. Timor-Leste is a hierarchical society; the women may feel 
uncomfortable about their poverty or their low social status. They may be ashamed 
because they were not able to bring a change of clothes or the other materials that were 
expected for birth, such as napkins, or cloth for the baby. In addition, the women felt their 
impoverished circumstances were exposed to the critical gaze of the health professionals 
and other people frequenting the clinic. Consequently, women felt: 
Shy because her husband is poor. She will make comparison with 
others, to look how she lives in a comfortable situation. Why not me? 
VCP3 
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This was an issue expressed by women from all districts. For instance, this Dili 
woman said: 
Some people they shy, scared about their clothes. DCP5 
Another example of why women may be shy or embarrassed was because of 
social transgressions, such as a pregnancy outside of marriage or a teenage pregnancy. 
In addition, the pregnancy may have occurred because of a rape or incest. For example: 
Another reason, she studies, she is not finished yet in senior high 
school. So this will also affect her. She is shy for her friends. No more 
school for her. What will happen to her, she will maybe stay at home 
with her parents. VCP3 
The young women may be shy or embarrassed for a number of reasons.  
In some part because they are shy, because they are too young and 
then that it is because they are not living together with a man. VD1 
For whatever reason, these young women were embarrassed and reluctant to go 
out in public, including attending the clinic.  
Women aged 14 or 15 who got pregnant early, they will not show up at 
the clinic unless the family support them. VD1 
Adolescent pregnancy is common in Timor-Leste. Around 19% of young women 
are married before they are 18 years and about 24% of young women already have a 
child by the time they turn 20 years (Cummins, 2017). Unfortunately, adolescent 
pregnancy poses greater risk for the mother and baby (Cummins, 2017). In Timor-Leste 
not all young women will go to the ANC clinic. As a result of a teenage pregnancy some: 
Will hide their pregnancy, until the baby are in the age of 6 months old. 
VD1.  
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Despite the relatively high frequency of adolescent pregnancy in Timor-Leste the 
family or the community do not necessarily condone it. In some cases: 
Women are married from 12 years, the family may be angry but willing 
or not they must be supported. They get married because they are 
pregnant. VCP1 
Another issue which impacted on women’s general discomfort was their 
unfamiliarity with obstetric procedures. Some procedures were unpleasant and may be 
painful, uncomfortable, embarrassing and invasive. For example, vaginal examination or 
perineal suturing following the birth. If these procedures were undertaken in 
circumstances where there was little privacy, involving a male or other strange birth 
attendant, this would cause the women extreme embarrassment and distress. 
Consequently:  
The women tell, ‘we don’t go to the hospital because the midwife do 
the vaginal examination’. ACP5 
The lack of privacy and the women’s’ natural modesty were exacerbated if the 
women were uninformed or did not understand why these procedures were necessary. 
For example, the vacuum extraction was applied to a baby’s head when the woman was 
fully dilated. The vacuum may assist the woman who was exhausted or unwell and 
unable to push the baby out. Alternatively, the vacuum was used it there was foetal 
distress and it was necessary to birth the baby as quickly as possible. It was clear that: 
Some other reason, it may not be time for delivery but the midwife use 
the vacuum. This is not good, but it is important for the women to 
deliver the baby. Some women don’t understand it is good to deliver 
the baby. ACP5 
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4.6.3 What women want from their carers  
Many women commented upon the midwives’ professional practice in terms of 
the nature of the relationship they had with the midwife. The quality of this relationship 
relied upon the development of communication between both parties. This relationship 
also drew upon the women’s perception of the midwives’ commitment to providing a fair 
and equitable service, and their confidence in the midwives’ knowledge and skills.  
One suggestion for the midwife, if you have to provide good service, 
you need good communication. When they are coming to the hospital, 
(and) during the pregnancy. ACP4 
The women commented that the midwives and other SBA must develop a 
relationship which put the woman at ease so she was confident to express her concerns. 
A number of women suggested how the midwives should treat the woman.  
Most (important) the nurse and the midwife they must talk nicely to the 
patients, they must encourage the patients so that even if there is pain 
this makes this less. The doctor, the midwife, this is their role, their 
responsibility. DCP6 
The women had other suggestions about the style of communication and 
relationship they wanted from the midwives. These elements included communication, 
friendship, support, information and advice. As far as the women were concerned these 
combined attributes constituted good service. Some midwives demonstrated these 
attributes.  
From some midwife there is good communication, good friendship. 
They tell the women if you have a problem with tension (blood 
pressure) then you have to do this, or do that. Take care of yourself, 
take water. ACP4 
165 
 
The women responded well to this type of care: In this case: 
Because I love this clinic, because most of the women there, they talk 
nicely, you can share with them and be more familiar. So I feel very 
comfortable there. So also they talk to you and share everything, so 
you feel like you have people to support you during the pregnancy and 
after the pregnancy. DCP4 
Another woman noted that she was looking for an equal, mutually respectful 
relationship with the midwife. This woman suggested ways in which this type of 
relationship could be progressed. 
I think to have a conversation with the woman, be a friend to the 
woman, yeah, not just like investigating. There are ways of how to 
communicate to have communication from both sides. DCP3 
A mutually respectful relationship in this case, however, was about being more 
than a friendship as the midwife had professional responsibilities to fulfil in the care of the 
women. This included the need for the midwife to undertake the following:  
They explain everything, the midwife they are also women and they 
understand about our feeling, and sometimes when we feel like this 
they say you cannot do it this way, you must do it that way… So they 
motivate you, don’t force it, just breathe, and feel like that’s the time. 
They are in control …and it was complicated and they were 
understanding of my condition,… they attend me… they maintain my 
confidentiality and make me feel comfortable. DCP2  
The women wanted to have confidence in the midwives’ professionalism, 
including their commitment to providing confidentiality and a fair, unbiased and 
competent service. One of the traditional practices used in labour was that women were 
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encouraged to push as soon as they commenced their labour. A few women expressed 
their appreciation of the clear advice and service they received when they arrived at the 
clinic/hospital in labour. This was in comparison to what happened at home.  
Also if you go to the hospital they will tell you just to wait for the time. 
Not to push, at home they will tell you, you have to push, push push. 
She experience the first pain (at home), one person (family) saying you 
have to push. Another person (family) saying you have to stop pushing. 
Who to believe? If (the woman is) in the hospital the midwife is saying 
this is not the time, take a walk, go outside and walk or something. 
ACP4 
Another issue identified by the women was that sometimes the midwife was 
abrupt in her interactions with the woman. The women said they wanted calm and 
encouraging words from the midwife during the labour and birth.  
The midwife when attending to the woman she should use smooth 
words, not words that are angry...There should be a personal 
approach, (for example) ‘don’t worry everything will be alright’, or even 
in an emergency situation the midwife should say; ‘don’t worry, I am 
here to save you and the baby’s life’. So some words to comfort the 
woman. VCP3 
Midwives communication styles were a focus for commentary from many women. 
It appeared that some of the midwives were harsh with the women. For instance: 
Some friends say if they scream the midwives are very angry. ACP2 
A number of women also thought that some midwives were quick to criticise or 
judge the women. For instance: 
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Some of the mother go and forget something. The midwife go whaa 
whaa squawk squawk! (laughs) So they get upset if she forgets 
something or if she make a mistake. Like if the mother don’t bring all 
the baby’s clothes. They are angry and say, ‘Oh why don’t you bring 
this or that?’ ACP1 
This quote demonstrates a lack of insight of the women’s circumstances. The 
problem was that women did not bring cloth or clothing because they could not afford it. 
In this situation, the midwives’ attitudes could be construed as insensitive, drawing 
unnecessary attention to her situation and potentially causing embarrassment and 
humiliation for the woman. Alternatively, a woman may attract criticism for the way they 
dressed. Some midwives may feel free to impose social standards and judgements upon 
the pregnant women and reacted accordingly.  
But some midwife, if the women come in and is wearing some jeans or 
some tight tee shirt; they say ‘Why do you look like this? Why do you 
do this? ACP4 
In most countries, commentary upon the woman’s dress is not a common aspect 
of a professional service. Ideally, healthcare professionals should provide the same non-
judgemental care to all. This is part of the code of professional conduct for healthcare 
providers. Community women believed that these angry and judgemental attitudes did 
not encourage women to return to service.  
If she went to the hospital and if the relationship is good then she feel 
better and come back next month. But if there is not good service, she 
will not want to come again, she will be looking for the ‘good service’ 
midwife. ACP4 
The impact of poor relationships with the women was demonstrated here.  
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Like in Alieu some women I met, they live in the main town, but they 
not deliver the baby in the main hospital. During the pregnancy they go 
to the ANC to see the midwives. But when they deliver they not go to 
the hospital. Because of, they say, the midwives’ attitudes. DCP3 
4.7 Suggestions for improving service provision  
During the interviews and conversations about women’s engagement with SBA, 
the women provided a number of suggestions about how the professional SBA services 
could be improved. For instance:  
Sometimes they are a little bit lazy or tired. Sometimes at night, they 
lock the door, and they will not come out. So they (the women) have to 
come at night and wake them up. They (the midwives) must be 
professional, they must work like professional. DCP3 
Another issue identified by the women was that some midwives prioritised the 
care of their own family members over other women. This made the women feel that: 
Some of the midwives they just focus on their family, they make 
discrimination of her family, only attending first to her family. So she 
takes more time to see other women. VCP3  
In addition, the women expressed their concerns about the knowledge and 
practice of the midwives. One woman claimed: 
When they are giving medicine there must be clear information, 
otherwise they give you like morning, one, lunchtime and afternoon, 
one. We don’t know what this medicine is or if it’s right for the people 
who are sick. So when you go to the clinic, they put the medicine in the 
plastic bag they just say when to take. DCP7. 
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As a participant observer, I had seen many examples of medication administered 
from a large container into small individual plastic bags with no labels. This practice 
reflected a lack of resources for packaging drugs and also a lack of emphasis upon the 
provision of patient information. As far as the women were concerned these types of 
practices reflected upon the midwives’ and other health professional’s lack of 
competency in this and other matters. The women believed the midwives required more 
support. One suggestion made was that it was important to: 
Provide more training for the midwife and how to care during 
pregnancy and birth, (include) training in emergency cases. VCP1 
Women also identified differences between the practices of newly graduated 
midwives, compared to the experienced midwives. This prompted another 
recommendation:   
Sometime women come to date the delivery, and the midwife don’t 
know how to estimate the dates? One thing is that the old midwife 
provide better service and has better experience than the new midwife. 
They (new midwives) need to learn from the old. ACP4 
These comments may be reflective of a traditional emphasis upon the value of 
age and experience but are also common sense in that knowledge and experience was 
passed on to younger less experienced staff. The women also recognised that there 
were benefits in combining the skills of the daya and the midwife. This would be of 
benefit to women. One skill in particular was identified as necessary. The women 
believed that if the daya assisted in some circumstances this would prevent the need of a 
woman being transferred to another hospital because:  
What I see is that there are no facility in the hospital of Viqueque to 
turn the baby’s position (external version). What they will do is to send 
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the mother to Baucau, and sometimes Baucau cannot help and so they 
send to Dili. VCP3 
Another woman had this suggestion to make. 
To combine the midwife and daya in one package. VCP1 
The women identified the need for more distribution of medicines, mosquito bed 
nets and more information about common health problems, infant nutrition and infant 
development. In addition, they cited the need for more family planning and special 
services for marginalised women, such as young adolescent or unmarried mothers. It 
was clear from the data that the women recognised that other women living in remote 
and rural areas birthed at home, because they had no alternative. These women birthing 
in remote rural areas were reliant upon the support provided by their family.   
Mostly in the village in the rural area, women support women, mothers 
support their children to have their baby. So it is good if the nurse from 
the hospital work together with this mother. It make it easy for them 
(the mothers) to help other mothers to deliver (their) baby… Because 
most mother who support the women having baby, they don’t know 
how to support in a secure way. DCP4 
This woman also believed that there needed to be reproductive and sexual health 
information disseminated in remote villages. At present, she believed that there was 
inadequate information available and as a consequence young Timorese women and 
men were not making informed choices. This was because: 
For me, I am talking about girls in the village, most of the girls in the 
village decide to marry when they are young. They don’t have enough 
information about many things so they face a difficulty about who they 
believe they can talk to and who can support them for a delivery. So it’s 
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good for them to know about their body and reproduction… women 
also need information about how to take care of the baby after they 
deliver. DCP4 
4.8 Women’s agency/resistance 
The nature of a woman’s role in decision-making, and access to SBA services 
was a focus of this thesis. Women’s agency was demonstrated in various contexts 
already discussed in previous themes such as Decisions about place of birth; Women 
acting on experience and Keeping their options open. A number of women also 
demonstrated their autonomy by resisting the advice and decree of family and husbands 
and alternatively, getting advice from other people they trusted. In addition, the women 
were clear about their expectations of care providers and provided many suggestions for 
the improvement of services. The majority of these women had completed tertiary 
education and/or were employed outside the home. An example of how this autonomy 
was demonstrated is presented here: 
During pregnancy they say, no my father say, I should not eat egg. I 
am the person who ignore what they say. I go to work, I eat in the 
restaurant. No one sees that I eat the egg. DCP3 
It was clear that women who had access to other authoritative sources of 
information used these sources to inform their behaviours and go against traditional 
beliefs. In this case: 
Some people believe that when you have baby you cannot have the 
fish. But she ask her sister in law who is a doctor and her sister in law 
say, ‘Its ok, you can eat fish’. So you can eat anything you want. DCP5 
There were also instances where it was apparent that women did not always 
comply with the advice given to them. In this instance, a woman in Dili was not happy 
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with the advice given to her by midwives at the ANC. Instead, she sought additional 
advice, or another opinion from another clinic, as illustrated here when the researcher 
prompted further information about this issue:  
When she is pregnant, at seven months her baby is big and when she go to see 
the midwife, they say ‘not to eat too much because she is already too big’. DCP5 
Researcher: And what did she think of this advice? 
And they give the advice for her, start to like diet. Eat less, so she eat 
less.…But she is not satisfied. So she go to see another Dr, in a clinic, 
in Audien. And get like when they see the baby? Get an ultra sound, 
and they say the baby is normal…The doctor advised to her, ‘keep 
eating what you want to eat, because the baby is normal’. DCP5 
It is often difficult to accurately assess the size of a baby in utero, and in addition, 
recommendations that the mother diet are not common evidence based practice for the 
management of large babies. However, the medical doctor providing the second opinion 
did have access to an ultrasound machine, which would make an assessment of the 
baby’s size more accurate and no doubt provide more reassurance for the mother.  
These instances of independent thought and action were a minority of the women 
who participated in the interviews. In a few cases, senior female family members were 
decision makers, or women identified other strong role models known through work and 
leadership outside the home. For instance, this Dili woman acknowledged the influence 
of women decision makers upon other family members.  
My mum is strong to make a decision, the same as my mother-in-law, 
so it’s good to see a woman can make a decision. DCP4 
Other Dili woman reflected upon the factors that contributed to facilitating 
women’s decision-making or their capacity to assert their autonomy or agency. This 
woman was commenting upon her own observations and experience of the conditions of 
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life for Timorese women. I was interested in developing this theme and asked a number 
of questions in order to do this. This woman said: 
Those wives that depend on their husband, they have no choice, so 
most women do have to be guided... that’s what women say to me. ‘If 
the man say this, then what can we do? If the man say this we have no 
choice’. But if we talk with those (women) who are mature, who have 
good education level, who have work, (or) who have worked and 
experience. Then they will say, no…I want this. That’s because they 
are economically independent. I believe (in) the power of women’s 
experience and education...I do meet lots of women who have no 
power at all, and you can tell the difference. DCP3 
Researcher: What are the conditions of those women, in terms of their life? Are 
they usually country women, or women who live with their husband’s family? 
From my experience (of) women in Dili and country women the 
geographic is not the important thing to use as a measure. In Dili some 
women, a lot of women they cannot make decision. Number of children 
they want, they cannot go to work, husbands don’t want them to work. 
Because (the) husbands (are) very jealous. Especially the young girls. 
Girls who never work, never have experience in organisations, never 
join any volunteer activities, they become very vulnerable to their 
husbands. …Geographic is not the main measure. DCP3 
Researcher: So what do you think is the main measure?  
Education, they have to participate in activities, in the community, to 
see, to discuss, (and) to share. And they should also have skills of 
making. It doesn’t have to be in the office, but skills to make something. 
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To earn money, all this things keeps us busy and give us ways to 
prioritize which one we have to do first. DCP3  
Another woman also commented upon the factors she considered to be influential 
in promoting women’s independent thought and actions. 
So for me it depends on the education. Many women in Timor don’t 
have education. They don’t understand the balance. They believe that 
the men’s decision is (the) right decision and even if we don’t want to 
follow it, we have to follow it because it is the right decision. If the 
women have a good education then they can make a decision. DCP4 
The workplace also provided education and peer support for women. This was 
another authoritative and legitimate source of information. One that may challenge 
traditional stances: 
So because I work for NGO this is good for me because most of 
women understand about the pregnancy… and I can talk to them and 
ask questions, so this is good support. DCP4 
All the women identified in this sub theme were living in Dili. Many had tertiary 
qualifications, but were also exposed to diverse workplaces, including government and 
NGOs services. These women also had more English than many of the women in the 
districts, and were better able to verbalise their thoughts during the interview. In addition, 
the women were in a position to access information online and other sources. These 
women also had a choice of service providers and were in a position to choose between 
clinics and health providers. The women living in regional and rural areas rarely had 
access to a choice of health service providers unless they were able to travel to Dili.  
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4.9 Summary  
This chapter reported on the analysis of the responses taken from interviews with 
twenty women and another ten women participated in focus groups. Three of the women, 
interviewed were daya. The themes that were discussed in this chapter included: 
Decisions about reproductive health; Traditional Practices; Family dynamics and support 
during childbearing; Women’s experiences of SBA care and women’s Suggestions for 
improvement in maternity services and finally, Women’s agency/resistence. A range of 
traditions continued to influence everyday life. The women generally acknowledged that 
men were the primary decision makers in the family, although many participants 
advocated for collaborative decision-making. Women’s poverty mediated their access to 
clinics and their experiences of care when they are there. Many women expressed 
satisfaction with the care they received from midwives and doctors. However, the lack of 
privacy at clinics and hospitals, multiple caregivers and the poor quality of 
communication between midwives and women were identified as significant concerns. In 
this sample, educated and working women reflect upon the importance of support from 
their husbands, family and the personal development facilitated by education, 
employment and participation in community groups. The impact of this was 
demonstrated in women’s expression of their decision-making and action. These 
decisions were influenced by the women’s previous experiences of maternity services, 
both good and bad.  
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5 Chapter Five: The stakeholder’s perspectives 
5.1 Introduction  
The aim of this chapter is to report on data collected from the stakeholders 
working in the three districts in Timor-Leste. Interviews were conducted with eleven 
stakeholders in Dili and with three stakeholders in each of the other two districts. The 
majority of government and non-government services are based in the national capital 
Dili and this was reflected in the higher number of stakeholders who were interviewed 
there. Four of the stakeholders were senior managers of non-government agencies 
involved in strengthening the delivery of maternity healthcare in Timor-Leste. These 
participants had a medical and/or public health background. Another two medical 
participants and eleven midwives were involved in teaching and clinical service provision 
at senior levels. Some stakeholders reflected a broad view of the directions and 
management of maternity healthcare in Timor-Leste. Alternatively, other stakeholders 
focused upon issues of immediate concern relating to the delivery of clinical services.  
Overall, the stakeholders were critical of the traditional beliefs and practices and 
they discouraged the community from practising them. At the same time, a number of 
stakeholders also recognised the considerable barriers to women’s access to services, in 
terms of distance, costs and women’s competing commitments to family, childcare and 
domestic chores. In addition, many stakeholders expressed a range of serious concerns 
about the lack of quality of service provision, including the lack of availability of services, 
poor quality of communication and care offered to clients, the inferior condition of 
services and the lack of training and resourcing of staff. Some stakeholders also 
recognised that these combined issues contributed to the lack of demand for services. In 
this chapter, the stakeholders’ feedback has been organised under a number of sub 
themes which are: 
Current directions from the MoH; 
Working against the traditions; 
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Clinical maternity service provision; 
Family planning; 
What women want; 
The services need strengthening;  
Barriers to accessing SBA services in Dili, Viqueque and Ainaro. 
5.2 Current directions from the Ministry of Health (MoH) 
All the stakeholders were familiar with Timor-Leste’s basic policy directions in 
maternity care. Timor-Leste’s approach is informed from a series of strategic plans 
including the National Health Sector Strategic Plan 2011–2030; Timor-Leste’s National 
Reproductive Health Strategy 2004-15; and the Basic Services Package, 2007. The 
minimum requirements determine that women will attend the antenatal clinic (ANC) for 
no less than four visits and birth with the support of a SBA. Ideally, women will birth at a 
clinic or hospital. After the birth, women and babies will receive four postnatal checks, 
family planning advice and infant immunisations. Many stakeholders suggested the 
imperative of the minimum requirements set out in the ‘National Reproductive Health 
Strategy’ by using phrases such as ‘should’ and ‘must’. For example: 
And the policy is that all the women should come to antenatal care in 
the clinic, giving birth and postnatal check-up, they should all come to 
the clinic. The policy of the postnatal care (is) three times after delivery. 
The first day, the third day, seven days and then 28 days that the 
women should come to the clinic. DSH3 
It was clear from the data that the stakeholders complied with the MoH policy 
which discouraged women using a daya for birthing.  
The main thing is that the women have to get the help and support 
from the midwife and not the daya. DSH8.  
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A few stakeholders identified the goals of a minimum service delivery available 
through the Health Posts (HP). The ‘Basic Services Package 2007’, aims to establish a 
minimum of two midwives and one doctor at each Health Post, with further specialisation 
and resources available at community health centres (CHC) and referral hospitals 
(DRTL, 2007). The HP was the closest and most accessible point of contact for many 
Timorese living in the remote areas. These HP ideally have facilities to store cold chain 
vaccines, provide family planning and ANC, birthing and PNC services. In addition, the 
HP would ideally offer a basic clinical service with some common drugs available (DRTL, 
2007). Many stakeholders, however, acknowledged that because of inadequate 
resources in some districts there were difficulties complying with this policy, therefore: 
The approach is working but you know Timor-Leste, we have like a 
different conditions, so in some place the policy is working and in some 
place no. DSH3 
Stakeholders acknowledged that health promotion was one of the major 
components of the MoH maternity health program. Health promotion was particularly 
important because many women living in villages did not have an understanding of their 
healthcare needs. In other words, they had poor health literacy and many women did not 
have an understanding of how healthcare services could help them. As identified in the 
literature, and the previous chapter, many villagers had limited experience of clinical 
medical services (Edmonds et al., 2005) and instead, relied upon traditional explanations 
and treatment of illness. The villagers’ low health literacy, in addition to their lack of 
experience of using health services, contributed to the low demand for health services. 
Stakeholders also recognised that the villagers’ lack of general literacy restricted their 
capacity to learn and make their own decisions about their use of healthcare services. 
The implications for the stakeholders were that the lack of literacy compromised the 
villager’s capacity to provide informed consent for medical treatments. As a result, 
stakeholders believed that: 
179 
 
Yes, so I think this (lack of literacy) is important. Yes if they can 
become literate, they can read information, they can ask question, and 
make choices… if they don’t know, then other people can make their 
decision. ASH1 
There was no doubt that this lack of literacy presented its own problems. Despite 
the best intentions to do so, the issue of how to provide information to a woman or her 
family was a major challenge for service providers. This was because: 
We put information on the wall. But they don’t read. They can see the 
pictures, but they don’t read. ASH1  
A further contributing issue was that in the villages there were very limited forums 
for the distribution of information. The villagers were often very insular, and information 
was commonly spread by word of mouth. Stakeholders commented that sometimes, 
Timorese living in remote villages did not know about the availability of hospital or clinic 
services. In addition, the villagers’ limited exposure to modern medical services 
(Edmonds et al., 2005), meant that there were no established patterns or practices of 
accessing health services for particular ailments and no integrated long-standing trust in 
the professionalism of health carers. In fact, on the contrary, the villagers may have had 
previous bad experiences of using health services. For example, during the Indonesian 
Occupation from 1976 to 1999 many Timorese women had coercive and non-consensual 
family planning programs imposed on them in Indonesian controlled clinics and hospitals 
(Sissons, 1997). This memory contributed to a lack of trust in services.  
From the stakeholders’ perspective, this meant health professionals had a huge 
task educating women and communities to recognise significant symptoms and to 
contact a health professional when they did. The midwives provided information to the 
women at antenatal clinics and also worked with other health service providers to inform 
and educate the community through government outreach programs such as the SISCa 
(Integrated Community Health Services), and the PSF’s (village volunteers). Other NGOs 
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were also working in the community to deliver health promotion programs and raise 
demand for health services. Through these processes, the women could learn to be 
more health literate. This meant that: 
When they come to check (at the clinic), if the medical staff find any 
problem with the(ir) health and then they explain, and then they (the 
woman), say “oh that’s happen to me, I didn’t know”…They feel it but 
they don’t know what happen, they get symptoms but they don’t 
understand. DSH9 
Good communication was an essential part of education and assessment. 
Stakeholders emphasised the midwives’ task as educators, whereby it was very 
important that the midwives asked questions and elicited information from the women in 
order to find out their understandings or frame of reference and teach them about their 
own health conditions. These strategies meant that the midwives and other SBA were 
required to work as: 
Health educators, we need to talk to the women and learn about their 
individual needs. Every woman have different needs, retracted nipple, 
misconceptions, they (the midwives) need to address the practical 
issues…We need to know what the other person knows, talk about the 
fallacies in local culture. DSH1 
One of the other issues identified from the stakeholders was that Timorese 
women were not confident in dealing with health professionals. It was therefore important 
that the midwives take time to talk patiently with the woman and in turn to listen to her 
concerns. In addition, it was imperative that midwives were open and respectful. This 
was because:  
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Some women are shy when they want to say something. If we show a 
bold face, they will not say anything and they are scared. They (will) 
stay quiet. DSH5 
The stakeholders also emphasised the importance of the woman’s role as a 
conduit to educating her extended family. As identified from the data in the previous 
chapter, the extended family were also involved in the family decision-making. 
Stakeholders recognised therefore, that there was a need for education of the extended 
family. In this instance of maternity care provision, the woman were commonly the 
essential medium through which the family received health information. If the midwives 
did not inform and educate the women, then the women could not pass this information 
and/or understandings on to other family members. This was important also:   
Because in Timor [when] women come to the facility, they go by 
themselves. The husband does not go with them and so when the 
midwife does not explain the information to them they go back home 
and the husband ask them, and they don’t know. DSH3 
Where possible, another important health promotion strategy was to find 
opportunities to include other family members in any education, or health promotion:  
And so important that we include the family in our education as the 
family is so important. Here still everything is a joint decision, so 
important to educate them at the same time. DSH1 
One of the health promotion strategies identified by the stakeholders was the use 
of the mobile community outreach SISCa program. This SISCa program is a major MoH 
policy initiative aimed to bring services into the community (SISCa is discussed in more 
detail in Chapter Two). I observed two SISCa meetings, one at Blenkarin Health Post, in 
Viqueque district. The second was based in a preschool building in Ede Suco, Maubisse 
sub district, in Ainaro district. The SISCa provided a range of information including 
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nutrition, environmental health, family planning, immunisation, breast-feeding and 
supplementary feeding. There was a general clinic provided after the health promotion 
for children, adults, immunisation, family planning and ANC. Community volunteers 
worked with SISCa to raise community awareness of particular programs such as 
immunisation, or to provide screening and treatment for tuberculosis (TB), programs. The 
volunteers also worked with midwives to motivate and mobilise communities with ANC 
education programs (Vequeque, Field notes, 26/5/2017).  
Both of these SISCa began with general health promotion and education 
messages given to the crowd. Posters (see Figure 10), and a loud speaker were used to 
provide general information for up to an hour. Information included healthy diet and 
nutrition, advantages of growing a home garden (food security), safe food storage, and 
digging a pit toilet (sewage management). Family planning was another key focus 
(Viqueque, Field notes, 26/5/2017). Some of the information provided varied, depending 
upon who was providing the material. For example, staff from Marie Stopes (a large 
international family planning NGO), facilitated the family planning discussion at the 
SISCa in Viqueque district. There was a general discussion about the benefits of family 
planning, the various modern devices/methods available, and some of the effects and 
side effects of each. I saw implants, pills and IUDs passed around the crowd for their 
perusal. The modern family planning devices were offered as part of the family planning 
clinic that followed the general education session. The SISCa lasted for a total of about 
three hours (Viqueque, Field notes, 26/5/2017).  
At the SISCa I observed in the sub district of Maubisse, there was the same 
general format, with education and health promotion provided to the crowd using loud 
speakers and posters. After the general health promotion, the clinic services were 
available. These included a general clinic, immunisations, ANC and children’s clinic. 
Many thin and malnourished children with severe scabies infections were treated at this 
SISCa. Staff told me there was a national ‘stock out’ of the lotion needed to treat scabies 
(Ainaro district, Field notes, 16/6.2017). The family planning session was conducted 
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more privately with information provided to a smaller group of married women (see 
Figure 20). This session included a long discussion on the Billings method and some 
information briefly provided about other modern methods of family planning.  
 
Figure 20. Family planning information session at Maubisse SISCa. Photo by author, 
permission given for photo. 
If women wished to access modern methods of family planning they would need 
to travel to the main referral hospital in Maubisse which was up to 3-4 hours walk away. 
The SISCa at Ede was facilitated by a Catholic religious order. I thought the religious 
affiliation of this NGO potentially impacted upon the information provided and the choices 
available to the women in this district (Ainaro district, Field notes, 16/6/2017). Women 
mainly attend the SISCa and very few men. I noticed a few young couples at the 
Vequeque SISCa and a couple of older men present at both meetings (Viqueque and 
Ainaro districts, Field notes, 26/5/2017-16/6/2017).  
As discussed earlier in Chapter Two, both international and national NGOs have 
been engaged with the MoH to provide assistance with the provision of healthcare since 
Timor-Leste’s Independence in 2002. From my observation of the SISCa and from the 
interviews with stakeholders, these NGOs groups included Marie Stopes, John Snow 
Incorporation (JSI), Health Alliance International (HAI), and faith-based organisations 
such as the Catholic Church, who were all working with the MoH to provide human and 
184 
 
medical resources for the SISCa, clinics and hospitals. This support included the 
provision of clinical services, infrastructure, staff training as well as health promotion 
programs. The staff training provided by NGOs was delivered in collaboration with the 
MoH. There were a number of in-service sessions for midwives and other SBA which 
focused upon three WHO modules: Clean and Safe Delivery, Essential Newborn Care 
and Integrated Management of Childhood Illness (IMC). One of the reasons why the 
NGOs continued to be engaged with supporting the MoH is explained here:  
So INS (Instituto Nationale Saude) [MoH] is competent to organise the 
training, but they do not have the human resource to go to all the 
districts to train the midwives. So we are supporting them with this job. 
DSH2 
National NGOs were also involved in the provision of healthcare including health 
promotion programs. For instance, the Mother Support program, developed by a local 
national NGO, the ALOLA Foundation. This program was comprised of local volunteer 
women from the village. These women volunteers were organised, educated and 
mentored to visit pregnant women and instruct, advocate and encourage women’s 
demand for health services. In addition, the volunteers also provided support for 
breastfeeding and supplementary infant feeding. Additional education was provided 
about birth planning, using SBA, immunisations and infant nutrition requirements. It was 
clear from the data that these volunteers were effective in the areas where they were 
deployed. The role and impact of the ALOLA women volunteers were discussed in a 
focus group in Vequeque because a crucial aspect of this strategy was that:  
The women here are working in their own community educating 
women. If the key person say “the clinic is very important for them”, 
that make them go (Focus group, Viqueque, 24/05/2019).   
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A number of stakeholders referred to the Liga Inan program as another example 
of an NGO program developed to encourage women’s demand for maternity services. 
The Liga Inan program was coordinated by HAI and connected women to midwives by 
using mobile phones and technology. Pre-recorded text messages were sent to women 
and conversations were facilitated between the midwives and women. This program was 
funded by international donors and approved by the MoH to be rolled out through NGOs 
to more districts in 2018-2019 (T. Starkey, personal communication [PHD], DFAT, Dili, 
2017). 
In addition to health promotion, other NGOs offered birthing services, training of 
community daya and health service infrastructure. For example, one NGO clinic in Dili, 
the Bairo Pite clinic, provided outreach maternity service support to women in the 
districts. In this case:  
From the district Emera or Alieu sometime they get a call to take a lady 
who is giving birth. Even at the week night they call and we have to go 
and help the women, bring her back here to Dili. DSH5 
In addition, the Bairo Pite clinic also provided a program training community 
volunteers to support birthing women who were living in rural areas where there was no 
midwife or other SBA. These women volunteers were trained to provide basic education 
and support to women during pregnancy and birth. The community daya program also 
encouraged community referral links to clinics and hospital if the women needed 
emergency care. This program focused specifically upon providing care to pregnant and 
birthing women. The community daya program was said to be somewhat unpopular with 
the MoH as MoH policy was to discourage the use of daya, however, justification for the 
need for the community daya was provided here:  
They are training the community daya in several districts in Alieu and 
Ainaro and Artereo... Yes because there, the doctor only come for 
three months and not come back. The government workers are not 
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here. So there are still communities that need a trained community 
daya. DSH5 
Another example of the collaboration between the NGOs and the MoH was 
provided in Ainaro, where the MoH is working with international Korean NGO, KOICA to 
build health service facilities and fund a SISCa program in Ainaro sub district (Ainaro, 
Field notes, 21/06/2017). 
5.3 Working against the traditions  
The stakeholders interviewed were professionals educated in western medical, 
midwifery and public health disciplines. Likewise, the Timorese MoH complies with 
international benchmarks, as set by international multi-lateral agencies such as WHO 
and UNICEF. Therefore, much of the information provided by the stakeholders was 
designed to provide the Timorese public with an alternative biomedical paradigm within 
which to understand notions of health and illness. In addition, the stakeholders were 
focused upon counteracting the potentially harmful influence of traditional practices, 
which they believed to be ill founded. This was evident in how they communicated these 
beliefs. For instance: 
During 40 days the mother only stay at home and take hot shower, 
drink hot water, in Timor-Leste is very hot, (laughs) imagine…a lot of 
myths. DSH10 
It was clear from the data, therefore, that the stakeholders believed it was 
important to challenge and confront long held traditional Timorese ideas and customs.  
They want to change the use of traditional care. They have to change 
the mum’s behaviour. DSH8 
These stakeholders’ considered that the traditional beliefs and practices were 
potentially injurious to the woman’s health. In addition, the stakeholders thought that the 
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community adherence to the traditions formed the basis of Timorese resistance to 
modern medical care. This resistence therefore reduced the women’s demand for SBA 
services, and led to the women birthing at home. As a result there were poorer outcomes 
for the women. As identified here:  
The problem is first to the mother: they don’t want to take opportunity. 
So absolutely like the deaths. Aahh, I mean the mother and baby 
always die when they give birth. For example, when mum give birth the 
mum die, or also the baby die. DSH8 
During discussion with staff at health services, the lack of demand for SBA 
services was noted as a form of absenteeism. Staff sometimes referred to women’s non-
attendance from the health service for the birth as the women ‘hiding’. This term 
suggests that the staff considered the women were running away, transgressing or 
demonstrating wilful misbehaviour by being absent from the health service.  
Sometimes they hiding after, hiding from midwife and after childbirth 
they just inform to contact the midwife to make the assistance for her. 
VSH2 
These types of comments suggest an understanding from staff that the women 
don’t come because they refuse to accept the service or are resistant to the principles of 
healthcare being offered. Stakeholders appeared to focus on the traditional beliefs as the 
source for the lack of demand for SBA services. As a result:   
The midwife say, don’t use the traditional system, this is bad, don’t use 
this. ASH2 
Another interesting comment made by the stakeholders was how the traditional 
culture tended to afford the women lower status. The stakeholders’ thought that the 
women’s subordinate position meant that other family members were not prioritising the 
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woman’s needs. This of course included the woman’s needs for maternity care, which 
was associated with financial costs and time required to accompany the woman to the 
maternity services. Therefore:  
The maternal mortality rate is high because of the delay in coming to 
care, access and information…The mother that is living in the village in 
the sub district level, it is a pity they have to wait for the decision. DSH2 
The stakeholders also recognised the prevalence of Timorese beliefs about 
illness causation; in that illness or misfortune were not random events but were rather a 
manifestation of supernatural interventions. Perhaps, a result of the neglect of kinship 
duties and customs (lisan and adat) (Hicks 2004). For example: 
If you have something wrong with you they say, Ohh, you have not 
been looking after the sacred house and the ancestors. DSH2 
Furthermore, stakeholders commented that the Timorese believed the pregnant 
woman was particularly vulnerable to spirit attack. This contributed to community 
attitudes to curtail travel at night, which in turn could also influence where the women 
birthed.  
They prefer to stay at home because they believe it is safer. The 
women feel unsafe out of the home. They may be attacked by spirits. 
DSH5 
Another example of harmful beliefs and practices included shared family 
decision-making. Stakeholders believed that shared decision-making by senior family 
members often favoured a traditional approach because the elders were more familiar 
with the traditions. The implications of this were: 
Even though women are educated the family still makes the decision. It 
is not the pregnant woman, but her family that makes the decision. And 
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sometimes these family members, they just don’t understand, they 
have more faith in the traditional methods. DSH1 
One of the consequences of the shared decision-making was that stakeholders 
identified that women grew up relying on the men and elder family members. Women 
were then not confident to make decisions themselves. This meant that:  
So it is the woman depend upon the men to make decision. In my 
experience when it comes to the birth the women really depend upon 
men for the decision. ASH1 
Despite this family influence, stakeholders also noted that education and 
environment played a major role in influencing choices and decisions. Women and 
families living in urban areas tended to have more education and access to different 
ideas. These sources often challenged long standing traditional beliefs and practices.  
People who live in town, urban, the level of education is good, so they 
can understand it is very important to go to clinic for care. DSH2 
Other stakeholders working in the Vequeque and Ainaro districts also identified a 
different pattern of decision-making in the rural compared to urban areas.  
In Ainaro vila (township), the decision is between the husband and 
wife, but in the village, the mother-in-law, father in law, sister, brother in 
law. ASH3 
Some stakeholders also appeared to blame the traditional beliefs and practices 
for women’s ‘lack’ of preparation for childbirth. In this instance:  
The traditional system, the woman is late to make a decision. She 
doesn’t make a plan. And then she may pray or something like that. 
ASH3 
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Despite the stakeholders concerns about the influence of other family members 
on women’s actions, they did acknowledge the important role of the family in providing 
essential support for the women during pregnancy and after the birth. The extent of this 
support was illustrated here: 
In pregnancy the family come with them… There is always someone 
there to look after the children. The family give the women support, the 
maximum number of family do turn up for the delivery. So they are 
there; they bring food. They do a good job mobilising the women, 
supporting the breastfeeding, providing food. So the family has a very 
positive role. DSH1 
An interesting comment made by the stakeholders was that the women may have 
more support if she is living with her own family rather than her husband’s family. In this 
interaction with a stakeholder, I was interested in getting further context to their 
comments. This stakeholder thought that a woman would have more support from her 
own family:  
Because of the situation of the marriage, the woman has a closer 
relationship with her family. ASH1 
Researcher: So do you think that for women living with their parents this makes a 
difference to their experience of the pregnancy and birth? Do you think that gives 
a woman more control?  
Yes and confidence, confidence because she is with her family. ASH1 
This stakeholder went on to make comments about her observations of the 
impact of the tradition of barlake upon some family dynamics. Many women lived with 
their husband’s family, and even if they did not share the same house; they were often 
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under the influence of his family. This meant that the husband’s family had more control 
over the woman. An example of what can occur was provided here: 
She is a lady married with a Maubisse man. She must leave her family 
and come here. That means the man has more power. Because they 
must give money (barlake), we see more power… She is really 
pregnant, but they didn’t stop. They did not stop giving their attention to 
her; do this, do that!. Her husband tell her she must do this. I say you 
must rest you must be tired. I say ‘why family say you must do this’? 
This is because they give money. You know who give the money? The 
money, the buffalo? The whole family. She is obliged to the whole 
family. ASH1 
I continued to develop this theme with this stakeholder, regarding their 
observations of the influence of the barlake upon some family dynamics.  
I hear sometimes like this. Sometimes they say, the man say, Oh ‘I hit 
my buffalo’, or ‘I hit my horse’. ASH1 
Researcher: Oh so they say this, I hit my buffalo or I hit my horse, meaning I hit 
my wife?  
Yes. ASH1 
Some commentary from the stakeholders suggested that they considered the 
barlake a practice that placed the women under the influence and control of her 
husband’s family. The extended family did not always exercise this influence and control 
judiciously and sometimes mistreated the woman. In addition, the large payments 
associated with the barlake also appeared to justify the men’s and their family’s violence 
and treatment of women as chattels. In this context, it was plausible that a woman would 
be more comfortable living amidst her own family, who would advocate to protect her 
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interests. Some stakeholders looked towards a future where the influence of the 
extended family was diminished and where adults could contribute to decisions that 
concerned them.  
I mean in Timor because the decision maker is come from the family, 
from mostly the families. (It) is not (coming) from the husband and 
wife... So this should change in the future so (during) the pregnancy, 
(the decision) to deliver or go to ANC, the decision should come from 
the parents themselves. Don’t involve all the people in one house. 
DSH3 
Another one of the traditions that stakeholders voiced a concern about was the 
food taboos. This was because in pregnancy and following birth, food taboos prohibited 
many sources of protein such as meat and eggs and some vegetables. Stakeholders 
identified that the food taboos contributed to the problems of women and children’s 
health. This was illustrated here: 
I think the real contribution to why newborn dies, is the malnutrition. So 
the dietary taboos, you cannot eat fish, you cannot eat meat. DSH2   
Whilst the stakeholders noted the influence of the food taboos they also believed 
that often the women’s poor nutrition was a result of a lack of knowledge about basic 
dietary requirements. This stakeholder drew a distinction between the two issues, 
highlighting in this instance the importance of health promotion for the women. They 
said: 
Hmm, I don’t know if you say this is tradition in Maubisse or Timor-
Leste. But the reality is this, we can see the difference between the 
pregnant women who have information and those who do not... maybe 
they don’t know why they must eat protein, this is the (lack of) 
knowledge. ASH1  
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The other factor impinging on consumption of food was the priority that 
sometimes had to be placed on who gets to eat due to limited resources. For instance: 
For her, she may give her husband or children the food, more than 
herself. I think you can say this is culture, but for me they just need 
information to change. ASH1 
Another tradition that concerned the stakeholders was the practice of birthing at 
home, with or without the support of the daya. One of the reasons identified by the 
stakeholders for this practice was that: 
Primarily, they use the daya (TBA). First they believe the daya, 
because the daya has traditional medicine to birth quickly, so it does 
not take a long time. DSH8 
Despite encouragement from MoH and health service providers to promote birth 
in healthcare facilities, stakeholders believed that the main reason the women continued 
to birth at home was because the older women and men put their trust in the daya. This 
was after all the established practice. 
The mother-in-law will want to use the traditional attendant. It’s like 
before in their experience they deliver at home using the daya. In Timor 
some mother have more than ten, more than five. And every delivery 
they are having at home is fine. The mother-in-law is frightened of the 
clinic. They say delivery at home was fine. Why do you want to deliver 
in the clinic? We have delivered at home many children and it was fine. 
DSH2 
It was clear from this quote that in Timor-Leste there was a great respect for the 
previous experience of a person. This was why the elders were respected, and why they 
were influential in decision-making. In traditional society, experience and sacred 
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knowledge guide subsequent decisions rather than new information from unfamiliar 
sources. The older generation placed more trust in their existing relationships and the 
understandings they had gained from previous experiences and familiar traditions. In 
addition, the older generation had less confidence in the educated health professionals. 
One reason for this was:  
Because they look like on the age, they hope to have an older person. 
For example, the midwife and doctor is younger, but the daya is older. 
DSH8 
Furthermore, generally the daya were well known to the family.  
TBA’s mostly are family, they are a relative like a mother, mother-in-
law, or some people they trust. …They feel comfortable with the TBA 
as they have a relationship. DSH7 
For all of these reasons, the women not only trusted the daya’s experience but 
also her discretion. 
The daya is older, absolutely they can keep our secret…The secret 
about our body. DSH8.  
Stakeholders emphasised the role of tradition in influencing women’s decision or 
choice to birth at home or with a daya.  
Generally, the women in remote area, they are so traditional. They just 
want to control that the baby is normal, is healthy and then they go to 
the TBA to give birth. DSH10 
One of the other reasons why the stakeholders were concerned about the women 
birthing at home was because they considered that there were harmful traditional 
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practices that were used during the labour and birth. An example of such practice was 
illustrated here: 
So, when a women goes into labour if they have the family or local 
women looking after her, once they start getting contractions they get 
them to start pushing. DSH11 
This pushing at the start of the labour was instead of waiting until the end of the 
first stage of labour when the cervix is fully dilated and the body is ready to birth the 
baby. At this point, the pushing will assist the progress of the baby through the cervix and 
vagina. Pushing when the contractions commence, before the cervix is dilated entails 
pushing against a partially dilated cervix, causing swelling of the cervix and other tissues 
and the baby will not progress. What exacerbates this harm further is that: 
And then sometimes they do that for days. So these women come in 
with the baby impacted, obstructed labours, with swollen and 
oedematous cervix and perineum. DSH11 
Understandably, women can become exhausted. The baby may be obstructed 
and die and the uterus may rupture. In this instance, without medical care the mother 
would also die. Another traditional practice that stakeholders expressed a concern about 
related to the fact that women convalesce at home for up to 40 days following the birth. 
During this time the woman rests and cares for her baby, she may not leave the house or 
compound, or if she does, she must be fully covered. In principle, the practice of 
enforced rest does not appear harmful and in fact has been advocated by some 
(Piperata, 2008). However, there were issues with this as was identified here: 
Maybe 20-30% of women will come back for postnatal care… They 
don’t go out…so we can’t achieve the four times postnatal care. 
Because when they are in the clinic they say to health staff, ‘yes we will 
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come back’ but when they get home the family say, ‘No you cannot go 
back’. You must stay the 40 days. DSH3 
As illustrated here, the stakeholders blamed the traditions for encumbering their 
ability to provide a service to the women at the health service. There were other factors 
at play here, however, that appear not be acknowledged. Many women would have to 
travel for hours and pay out scant monies to visit the clinic. The impracticality of women 
who were still recovering from a birth, walking and travelling for many hours on lonely 
tracks, carrying newborn babies in potentially wet and stormy weather did not appear to 
be considered in this context.   
Another traditional practice that concerned stakeholders was the practice of using 
a fire to warm the woman and baby as she recovered from the birth at home. The fire 
was placed beside the bed. In the traditional homes, there was little ventilation and the 
room was often very smoky. Poor ventilation had bad consequences for the baby as 
identified here: 
She visit a lady at home, a postnatal women, to give vaccination. The 
baby and women were lying on a bed. The fire was under the bed and 
the baby is sleeping there. She (the midwife) asked “why is the fire 
under the bed? The room is very smoky. Why is the fire here?’ (The 
mother replies) So the baby does not get cold. She (the midwife) tell 
the mother she can warm the baby and hold him…Then two months 
later the baby die from respiratory infection. DSH5 
There were other risks with this practice. In previous visits to Timor-Leste I have 
seen babies treated for severe burns following accidental falls into the fire. Furthermore, 
stakeholders in Dili also commented on their experiences of the fire and the smoke as 
having potential adverse consequences for the women and babies. In this case: 
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In her experience in Emera, she go to visit a family in Bonnila, a suco 
(village). Where the women and the baby everyday go to the small 
house, the traditional house. They put the fire in the house and the 
woman stand up over the fire and smoke. It gets hot, and the sutures 
were opened. And there was infection… Mana (the midwife) had 
advised her not to have contact with hot water and fire, but this is the 
tradition; they believe in the tradition. DSH5 
The traditional use of heat postnatally also came in the form of hot water used in 
various modes. Stakeholders expressed their concern about this use of hot (sometimes 
boiling) water for various reasons identified here: 
Also just post-partum, perineum care, do you know what they do here? 
Pour boiling water on their perineum, or put a cloth in boiling water on 
their perineum which breaks down their sutures. So the women will 
come in with an open wound about 5 days later… they cause 
secondary haemorrhages. Now we are trying to get the midwives to 
discuss care after they have sutured. And to specifically say, do not 
use boiling water. DSH11 
Women also used hot and/or boiling water to shower and massage in the 
postnatal period. In Vequeque, one of the stakeholders noted that the women:  
With the shower they still use the boiling water, boiling water not warm 
water VSH1.  
I asked the stakeholder if she had seen women with burns from washing in the 
boiling water.  
Yes, many times, (laugh), burn here and here (gestures to stomach, 
shoulders, upper back). So after childbirth, when they come for 
198 
 
immunisation, they advise the women to stop boiled water, and stop 
shower with boiled water, just should be warm water. VSH1 
Midwives and the community volunteers identified that the women in the villages 
also needed more education on breastfeeding practices. As discussed in the literature, 
infant feeding practices are sub optimal and contribute to childhood malnutrition and 
anaemia (Chaparro et al, 2014). The problem was that following traditional practices 
meant that:   
The women often give the baby other foods apart from breast milk… 
So based on their traditional belief after baby born, they should stop 
giving the milk after 8 month. VSH1 
Many traditional practices were potentially harmful to mothers and babies and 
there were also regional differences in the practice of the traditions. There were also 
practices which were simply habitual and a symptom of a lack of general knowledge. 
These practices may not be so much tradition but rather, simply uninformed behaviour. 
In Dili and the districts, some stakeholders noted that many women and men were no 
longer influenced by the traditional beliefs. Instead, it was noted that there were other 
more significant barriers to women using services; which may be more of a reflection of 
the reality for many women and their families.  
Tradition is not such a big issue now, its transportation and bad roads. 
Traditional belief is in our parent’s time, they know this. VSH3  
Stakeholders also identified that some traditional practices were not harmful. The 
family support after birth, for instance, when the woman could rest and convalescence, 
were practices that restored the woman’s strength and fostered her adjustment to 
parenting. During this time, the woman were given specially prescribed foods to promote 
recovery and the establishment of breastfeeding. Whilst there were a number of 
traditional practices which were clearly potentially harmful, I wondered if the 
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stakeholder’s negative focus upon the traditions meant that other reasons for women’s 
lack of demand were overlooked. For example the issues of access, availability and 
quality of the SBA services. In addition, the dismissal of all forms of traditional practices 
may have an unintended impact discouraging communication and disclosure from the 
women and perhaps even deterring them from accessing care. The universal dismissal 
of the traditions was also hard to reconcile when compared to the general revival of the 
traditions that are a noted feature of Timorese social life since Independence (Conway, 
2010; Charlesworth & Wood, 2002).   
5.4 Clinical maternity service provision 
Antenatal care was the first point of contact between pregnant women and 
caregivers. It was ideally a time when midwives and other SBA began to build a 
relationship with the women and their families. Up to 80% of pregnant Timorese women 
will attend at least one ANC visit (GSD, 2018). There was a concern expressed from the 
stakeholders, specifically the midwives, that more education was needed to inform 
women about their diet in pregnancy. This was crucial because of a series of issues. One 
of these already identified were the traditional food taboos which reduced the range of 
food choices available to women. Many women were already living in poverty and 
experiencing food shortages. These women were not always able to access the ideal 
dietary sources and what food was available needed to be shared between adults and 
children or alternatively sold for income. As a consequence, many women in Timor-Leste 
were anaemic and some were malnourished. Poor nutrition, close spacing between 
children, malaria, and hookworm (DRTL, 2015) all exacerbate anaemia. Anaemia can be 
reduced if women eat a nutritious diet, take iron tablets and deworming medication 
(Abouzahr & Wardlaw, 2003). Anaemia is particularly dangerous to women during 
pregnancy because they are likely to experience some blood loss after the birth. If the 
women are anaemic then even relatively small amounts of blood loss can be life 
threatening (Abouzahr & Wardlaw, 2003). Therefore, educating women, about essential 
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nutrition was a major focus for the midwives. The midwives from all three districts 
commented on the need for this education.  
About nutrition, hygiene, about anaemia, and the visit to the ANC, how 
to improve her health. ASH1  
Another major function of the antenatal consultation noted by stakeholders was 
the clinical assessment and evaluation of the women and her baby. Stakeholders stated 
it was essential that the midwife or SBA take a comprehensive assessment and medical 
history from the women. The reasons for this was clearly articulated here: 
The point is the pregnant women and the professional health workers 
should know the pregnancy is normal. Very important they visit the 
professional to know the pregnancy is good or not. Maybe there is 
problem with pre- eclampsia or placenta previa. Important they detect 
early. ASH1 
Of great importance identified from the data was the need to therefore: 
Ensure the quality in the antenatal care is happening. We need to 
ensure the pregnant women get good antenatal care. DSH1 
The other aspect of antenatal care that the stakeholders identified as important 
was the fact that women need to be educated in order to notice any significant changes 
in their condition. If women noticed changes they were encouraged to alert the midwife. 
An example of an important change included: 
So fetal movements. Just educating women on seeking care from the 
health service if their fetal movements change or diminish…We have a 
high stillbirth rate. And a lot of them could be prevented. DSH11 
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In addition, the stakeholders identified the importance of reinforcing any 
education provided to the women. It was therefore important that midwives:   
We must explain every month, we must remind them or they forget. 
They think it is nothing and not important. The information should be 
repeated every month; after the delivery we should keep repeating the 
information, during antenatal care, delivery and postnatal. DSH3  
The stakeholders identified other important reasons why the women should 
attend antenatal care. In this case, this was because the midwife can:   
Also give the ambulance number to her, we also tell them if you, if any 
sign (any changes) in your health then you call us and tell us. DSH9 
The importance of the women’s attendance at the antenatal clinic was not the 
only priority expressed by the stakeholders. Another issue was the midwives’ 
communication skills, which were identified as being a critical component of taking a 
comprehensive history from the woman. A comprehensive history was necessary in 
order to ensure that all the relevant and important information was obtained from the 
women. There were a few midwives advocating for midwives to promote more dialogue, 
engagement and communication with the woman. This was because: 
Like at the moment, the women do not ask questions. We need to get 
the midwife to ask them how they feel. The women feel shy, so the 
midwife can encourage them. Sometimes they just say they are fine, 
then it depends on the midwife. ASH3 
These midwives acknowledged the importance of questioning the woman and 
engaging her interest in gaining more knowledge about her health. Perhaps these 
midwives had more skills in drawing the women out and developing their trust and 
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confidence. Examples of friendly, attentive service were observed at the ANC clinics in 
Ainaro, Dili and Viqueque (Field notes 22/06/2017).  
Childbirth with a SBA at a health care facility was another key MoH directive, 
although at present the majority of women, particularly those living in the rural areas 
continued to birth at home (GSD, 2018). The midwives advised the women attending the 
ANC services to use the midwives or other SBA for birthing. In all the districts, the 
women were encouraged to attend the hospital or clinic. In this case: 
For the last check up, the midwife recommend to them, they should 
want to childbirth in hospital. So they give the number of the midwife so 
if something change for them they can call the staff at the hospital. 
VSH3 
Stakeholders were obviously concerned about women birthing at home. Midwives 
acknowledged that despite their efforts to encourage women to come to the 
hospital/clinic for birth, they were not always successful:  
Sometimes we ask the woman: what happened to you? Why don’t you 
come? They say, “That’s fine, that’s fine, don’t you worry about me”. 
ASH2 
The reason that stakeholders were concerned about women birthing at home, 
especially without a health professional present, was because: 
But if they give birth at home they may have bleeding or pre-eclampsia 
or retained placenta. ASH2 
If there were staff available at a clinic near the women, the women may receive 
care at home from these staff members. For example: 
I worked at a Café Timor (a private NGO clinic). When the women want 
to have the baby sometimes they call her or other midwives. So they 
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go to visit the house and after that, one week, they are checking again, 
how is the condition of the baby. Also to give the immunisation. DSH7 
Staff in Ainaro and Vequeque districts spoke of being asked by women who lived 
some distance from the clinic to attend them at their own home. If there were staff 
available, the midwife may decide she can help them at home or alternatively, the 
midwife would meet at the closest Health Post. In the situation where the women was 
experiencing a problem then the midwife organised an ambulance transfer to the clinic or 
hospital (Viqueque, Field notes, 6/06/2017). Having an ambulance available at the clinic 
or hospital provided the means to improve women’s access to the clinic for birth. Often 
the journey to the women’s house may be long and this meant that: 
Ahh, yes, of course many of the mothers they childbirth here, but some 
of them, unfortunately, when they send the ambulance to them, the 
baby already born. VSH2 
In some cases, a woman would call for the ambulance if they were unable to 
travel, or to ensure there was help on the way. When the woman called for the 
ambulance to come and collect her the midwife or doctor would travel in the ambulance. 
This meant however, that: 
Yes, midwife always ready for 24 hours to call to go to the home. 
DSH10 
Invariably the women’s use of the ambulance to retrieve them, rather than the 
women making the trip to the health service herself to birth, did lead to some frustration 
from the midwives. I witnessed this on a couple of occasions during my discussions with 
midwives. The community were using the ambulance to facilitate their access to SBA 
services. This was an example of the women’s and family’s agency in their choices and 
decision-making. I wondered if part of the frustration exhibited by clinical staff about the 
community’s, no doubt sometimes belated call for assistance, was in fact because the 
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women were using the ambulances to suit their purposes. This was because for the 
women it was not always possible to leave the house. There were often issues to 
contend with such as child care, lack of money or lack of company on the journey which 
meant that the woman were not complying more strictly or promptly with the instructions 
of staff. These being that the women should travel to the health services for birthing. 
Staff found ways of blaming the women for staying at home rather than attending the 
clinic, saying the women were resisting their advice, or adhering to the traditional beliefs. 
Some stakeholders felt that the women should be more aware of her expected date of 
delivery (EDD). They believed this would help the woman plan for a birth at the health 
facility. They said: 
One more obstacle is the estimation of the delivery. When they come 
we ask about their last menstrual period (LMP). We give an estimation 
of when the baby may be born. But they just ignore this and have the 
baby at home. And then, they will call the midwife and we go to them at 
home. VSH2   
In reality, the majority of babies are born at term between 37-42 weeks gestation. 
Only a small percentage of women will actually birth on the estimated date of delivery 
(EDD). The insinuation here is that the women were expected to come and wait at the 
clinic/hospital around the estimated date of birth to go into labour. It was unclear from the 
data if this was indeed what the stakeholders expected.  
Stakeholders also identified issues with providing postnatal care for women. 
Normally the women were asked to travel back to the clinic for postnatal checks. Despite 
the recommended schedule of postnatal checks being four (MoH, 2005), many women 
did not attend these. Overall, in Timor-Leste about 35% of women will receive one 
postnatal check within two days of their birth (GSD, 2018). The midwives will therefore, 
advise the family: 
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So what we do after the delivery we will tell to the family and husband. 
When you go home look after the baby and the mother. If the mother 
have the bleeding, if the baby have the fever, ring them. If you don’t 
have transport ring us. DSH9  
5.5 Family planning 
Despite Timor-Leste having a strong Roman Catholic culture, all methods of 
family planning were usually explained to the women, either at the hospital clinic or 
through the SISCa. There were cultural taboos which created some difficulties in talking 
about sex education and family planning, however, many stakeholders saw family 
planning as a key priority because it was important that: 
Women know about delaying their first pregnancy, and then in between 
space the second. Then women’s health will improve. DSH1 
Stakeholders noted there was still a considerable unmet need for contraception. 
Family planning was provided to married women, stakeholders also acknowledged that 
there were limited opportunities to educate young women. If women were young or 
unmarried their access to modern methods of contraception was limited. The problems 
were that: 
Yes, there are a lot of young couples who are sexually active, I think 
they just don’t know where to go for contraceptive advice or they 
probably feel that they will be judged. We also have a high rate of 
incomplete abortions, which indicates there is a high rate of unmet 
need for family planning and when you ask them, they say they would 
have rathered to wait longer before getting pregnant. DSH1 
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One of the other problems identified by the stakeholders was that sometimes it 
was difficult for the women to get permission from their husbands for family planning. 
The reason why this permission was not always forthcoming was that: 
In Timor when we get married we have to pay a lot of money. If I pay a 
lot of money I need to have a lot of babies. I want you to have ten 
babies. The husband say, ’Don’t go to the family planning, I still want 
one more baby’. DSH2 
During my participant observation at a clinic in Dili, I noted that the midwives at 
the family planning clinic routinely asked women if they had their husband’s consent prior 
to receiving family planning services. In one instance, it was demonstrated to me how the 
midwives could obstruct the women’s access to family planning. At this clinic, a woman 
who had already had 14 previous pregnancies and eight living children, (the youngest, 
three months old, in her arms), was refused family planning service because her 
husband was not with her; despite the fact that she said she had his permission. This 
was an unusual (and from the researcher’s perspective), distressing case. In other 
cases, when the midwives were asked about the issue of the husband’s consent they 
said they usually just asked the women and if the woman said she had permission, this 
was accepted (Dili, Field notes, 23/01/2017). I wondered if this incident at the Dili clinic 
had occurred because of my presence. The midwives may have enforced this 
requirement, (that the woman provide proof of her husband’s permission) because they 
thought I may report them. Even though at the time I was advocating for the woman and 
expressing some concern that after waiting patiently for a couple of hours the woman 
was not going to receive any form of contraception. From my ongoing observations of 
family planning clinics in the districts, I did not see this situation (requirement for 
husband’s presence in consent giving) repeated. The problem identified from the 
midwives was that if the women do not have their husband’s consent there may be 
consequences for the midwives. For example: 
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Sometimes wife get the family planning, chooses a method, but 
husband doesn’t know. When they get home, husband find out and 
come complaining. Sometimes they complain to the midwife, and 
sometimes they may be angry and aggressive. DSH9 
There was a story being relayed in Timor about a husband who attacked the staff 
at a health centre when his wife was found to be using family planning without his 
consent. I heard this story from midwives in Dili, Vequeque and Ainaro. A contributing 
factor can be that the family may attribute an unrelated occurrence to the effect of family 
planning. For instance, one midwife recounted this story:  
When she was in Emera it happen to her. The husband come and 
bring the knife and threaten her. A woman had an implant here and 
then became ill with another health condition. The husband think the 
condition (happened) because of the implant and so he wanted me to 
remove it. DSH5 
In contrast, however, the staff in Viqueque said:  
In reality, we have not had this problem. (Being attacked by an angry 
husband). VSH1 
During the interviews with the midwives, they discussed how they normally 
managed this issue to ensure that there were no ramifications from the husband. The 
midwives said that: 
The rule is here that the women discuss this with her husband and then 
they come. Here when we ask them, the majority of women will say I 
already talked to my husband and it is OK. VSH1 
From my observations in the Maubisse sub-district it appeared that women’s 
access to modern family planning services was very limited. If the women wanted to 
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access this service they must travel to the Maubisse hospital, a good part of the way on 
foot (Maubisse, Field notes, 19/6/ 2017). Consequently, in Maubisse sub-district many 
women had large families. A number of stakeholders and community joked about the 
cold weather in Maubisse, and said it left little option for couples but to cuddle and go to 
bed early at night. This resulted in a high fertility rate, as illustrated here: 
Number of babies per women? A few is nine a lot is ten, eleven, 
twelve, or thirteen. Sometimes the women say ‘I only have ten 
children’. ASH2 
One of the contributing factors noted by the researcher was that in this sub 
district, the SISCa did not offer modern family planning services. Instead, stakeholders 
providing this SISCa promoted the Billings method, and devoted more time to instruction 
of this method than on other modern methods of family planning. The explanation as to 
why this occurs was illustrated here: 
In my planning we… just promote or encourage to the mum or family to 
follow the natural method. So they say, normally they answer to me 
they want the natural. This is our program with the MoH. ASH1 
It was not clear from the data why the natural method was preferred by these 
women but could be attributed to their isolation, and also receiving very little information, 
and no service on alternative methods. In contrast, in the Viqueque district the most 
popular contraceptive was the depo provera injection, followed by progesterone implants 
(Viqueque, Field notes, 29/5/2017). The stakeholders in Vequeque explained that: 
They are not asking for the natural types. We explain all types, but they 
say we are worrying. We cannot count the days or our husband is 
wanting sex. He will not wait. VSH2 
209 
 
In the Ainaro sub district modern family planning services were available from the 
CHC and also offered at one or two HPs. However, there was no money to run a SISCa 
outreach service. I was told that access to family planning services would be improved in 
Ainaro when the SISCa program recommences later in 2017 (Ainaro, Field notes, 
24/6/2017). Given the current limited access to modern contraception, I asked the 
stakeholders if they thought that alternative methods of contraception such as condoms 
were used to improve the efficacy of the Billings method. The stakeholders had 
developed education programs for the men, however:  
The midwife do some promotion of condom but they do not like using 
the condom. ASH3 
Many woman in Viqueque had told stakeholders that they preferred the modern 
methods because their husbands were not prepared to wait during the fertile periods. 
However, the women in the Maubisse and to a slightly lesser extent Ainaro sub districts 
currently had limited access to anything else other than the Billings or traditional 
methods. Condoms were unpopular, and so it appeared then, that there were few other 
options to prevent pregnancy apart from abstinence during the fertile periods. In this 
context, given the husband’s authority in other domains of the marriage, it was unlikely 
women were in a position to say no to sex with their husbands. I asked stakeholders in 
Ainaro sub district if the husbands complied with the requirements of the Billings method.  
This depend on the woman. But this is a sensitive question to ask, we 
midwives ask this question but we do not get an answer. ASH3  
5.6 What women want from service providers?  
This section reports on stakeholder’s perspectives on women’s needs of SBA 
services. The majority of stakeholders recognised that women wanted various 
components of care. For example:  
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Everyone want respect, they want respect… When we not respect 
them, sometimes we are, oh you are just a patient. That is no good. 
They feel comfortable when we respect them. DSH5 
This stakeholder also recognised that respect was a necessary aspect of clinical 
communication and care because: 
So that they can say what they feel. DSH5 
During the interview, the researcher explored another component of the 
relationship women were looking for with midwives. That is, other aspects of the 
relationship that encouraged the women to attend or return to the clinic for birthing.   
Maybe… I don’t know but …because we provide good care, that is why 
they come.DSH5 
Researcher: So what is the good care? 
Maybe …perhaps it is because we accept them, although they come 
with many different things. DSH5. 
The midwives also recognised that women wanted privacy and confidentiality. In 
other words, midwives need to: 
So also make it a secret, keep the privacy. Encourage her to do this 
and that, and make it private. VSH1 
Another fundamental aspect that stakeholders believed that women wanted from 
the midwives was illustrated in the following:   
If the midwife have time, they want the midwife to tell them (to) explain 
what they have found after the examination. A women wants to hear 
this so they will go back and tell their husband about their results. 
DSH2 
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Interesting comment in this quote was that this was only if the midwife had time. 
Ideally midwives will make time to provide information to all women. In terms of specific 
information women were seeking, stakeholders commented on a range of issues. This 
included information about the baby.  
Like the new pregnant women, are already asking; ‘how can I prevent 
this or that? How can I keep the baby safe?’ Asking about how to keep 
the baby healthy. ASH3 
It was natural that women were concerned about particular issues, which may put 
the baby at risk. Women, therefore, wanted information about these concerns, for 
example: 
Also if we are already one to three months pregnant can we have 
relationships, sex during these months? A lot of woman are asking this 
question, they are afraid of abortion (miscarriage). ASH3 
The midwives also acknowledged that the women appreciated and wanted the 
tangible products given out to women during the antenatal period. Rather than resisting 
or rejecting medical services, this attitude denotes their acceptance of midwifery and 
medical care and the value that women placed upon access to these items. These items 
comprise: 
So another thing is the vaccination, also distribution of medicine for the 
hookworm and distribute mosquito net. This motivates them to come to 
the clinic VSH3.  
Other stakeholders noted that women wanted basic amenity, cleanliness, and 
privacy at the clinic or hospital. This stakeholder understood that even though these may 
be poor and humble women they were still able to ascertain that the lack of basic 
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facilities reduced the quality of care provided in clinic and health services. In this 
instance: 
The women don’t want to come to the clinic because there is no water, 
no power. How can you be clean if there is no water? If there is not 
water following the delivery, how can you maintain infection control? 
Like one place in Manufahi, no one come to health facility. They say 
‘there is no water, there is no privacy’ DSH2 
The husband and some family members often provided social support for the 
women. It was common for a number of family members to be waiting outside the clinic 
or hospital with food and drink, awaiting the news of the woman’s progress. Where 
possible it was also common practice for the husband to accompany the woman and 
support them during the labour and birth.   
Yeah this is the same in all Timor, either home or hospital, the husband 
will be with the woman… Even at home, they will call the husband to 
come and support. DSH3 
The problem was, according to the stakeholders, that the number of women in 
the room determined if the husband could be present to support his wife during the 
labour and birth. 
But there is not the facility for the husband to be with the woman. 
Because there is more than 12 beds in the room. So it depends... if we 
have three or four women deliver at the same time. Then just the family 
women (women from the birthing mother’s family) come and the 
husband stay outside. But if there is just one, then the husband can 
come inside. DSH9 
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5.7 The services need strengthening: Or where are we going with the 
plan? 
Many stakeholders in Dili and to some extent in the districts of Ainaro and 
Viqueque, expressed serious concern and frustration about the overall quality of 
maternal health service provision in Timor-Leste. This issue was developed in terms of a 
lack of planning, coordination and communication between government and NGOs, a 
lack of SBA, particularly midwives and a lack of professional development opportunities 
for SBA. In addition, stakeholders commented on inadequate infrastructure and the lack 
of resources, including skilled human resources to support service delivery. 
International donors support current health service delivery through national and 
international NGOs. Stakeholders were concerned about the sustainability of the current 
service because:  
Personally, I think the Ministry should have a clear vision of how they 
see health services in the next ten years. Because right now we are 
heavily dependent upon external overseas assistance to provide 
healthcare in this country. DSH1 
NGOs played a big part in maternity healthcare delivery in Timor-Leste. 
Stakeholders discussed their concerns about a lack of coordination of international and 
national NGOs and the effect this had. Specifically that: 
There is not much sharing and cooperation between international 
donors, services are duplicated or inefficiently organised. NGOs 
compete for resources and funding. They are empire building rather 
than consider more efficient methods of using the funding… everyone 
is doing their own thing. DSH1 
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Stakeholders also cited poor management and clinical governance, lack of 
regulation and supervision of staff and services. This all affected the quality of the 
services provided.  
But I think the main thing is quality, we need to focus on quality. If the 
service is not there, we need to put it there. We have the maternal 
health policy but there is no quality. We are missing this and that. 
DSH6  
During the interviews with some stakeholders, they expressed a sense of urgency 
and unease about the general state of maternity services. Stakeholders asserted that the 
MoH was not addressing the current poor state of maternal health services. For example, 
midwives and other SBA in Timor-Leste had received no Emergency Obstetric and 
Neonatal Care (EmONC) training or updates for many years. During early data 
collection, a recent Emergency Obstetric and Newborn Care Needs Assessment: Timor-
Leste, 2015 (MoH, 2016) had not been released, however, some senior stakeholders 
commenting on a draft report made serious allegations. For example:  
The report is generally not presenting the reality. For example, 
estimations for maternal death are not accurate. What are they based 
on? The MoH is not representing the reality and I don’t understand 
why. DSH1. 
Likewise, senior stakeholders called upon the MoH to do more to strengthen 
health service delivery in Timor-Leste. This was because stakeholders believed the MoH 
was less responsive to maternal mortality than maybe they should be. In comparison, 
matters were managed differently in their country of origin:  
In my country, we take maternal death seriously. We get upset when a 
woman dies. DSH6 
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Stakeholders made recommendations about how current service provision could 
be improved. In making these recommendations, one international stakeholder drew 
upon their experience of working within government policy frameworks and medical 
service provision in other developing countries. For example: 
And there should be some mechanism for doing monitoring and 
evaluation. Yeah because we don’t want to wait five years to find out 
that this program isn’t working. We should be monitoring and 
evaluating things more frequently, from when things start. DSH1 
Another issue related to the lack of monitoring and evaluation of programs 
concerned the communication between government and NGOs. In this instance this 
stakeholder thought that: 
it’s important that every six months to share with the partners, the MoH 
should share with the partners what is going on. What improvements 
have we done, what lessons have we learned so that we can change 
or modify our strategy. DSH2 
Another issue identified by the stakeholders was that many Timorese men and 
women have been educated as medical doctors through the Cuban education system. 
These doctors then return to Timor-Leste as new graduates with limited clinical 
knowledge or diagnostic experience. The five-year Cuban medical degree focuses upon 
community health and health promotion. Stakeholders noted that the issue with this was 
that newly graduated medical staff were not prepared to provide maternity care. 
We have doctor everywhere, with no training. They have the doctors 
come from Cuba, They do not know how to have skills to deliver the 
baby. They do not have those skills. DSH2     
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The Cuban Medical Brigade provided Cuban doctors to support specialty and 
general medical service provision in Timor-Leste. A number of stakeholders expressed a 
lack of confidence in the skills and knowledge of these Cuban doctors. They said: 
Another time the clinic staff is called to the district, the staff go to the 
clinic also they have a Cuban doctor there. But he doesn’t do anything, 
he is no help. The doctor call to us, he ask for staff to help him because 
the Cuban doctor is at the clinic. But he does not know what to do. 
DSH5 
In addition, there were concerns expressed about the lack of workforce and 
career planning from the MoH. Some stakeholders were very frustrated with the current 
lack of action taken by the MoH and believed there was much more to be done to 
improve the existing medical workforce and strengthen overall healthcare in Timor-Leste. 
In other words: 
Only a few have started diploma courses. If they want a committed 
workforce they need to think of how they strengthen the health service 
with the existing staff …Its high time there was postgraduates training 
and then sent out to the districts and not just depending on external 
sources for healthcare. It’s high time they thought like that. DSH1 
The stakeholders also commented on the fact that there was a significant lack of 
midwives. MoH policy stipulates there should be two midwives in each health post and 
more staff in CHC. In reality, there were not enough midwives to staff these clinics. This 
meant therefore: 
So the challenge for the community is no access to a midwife, no 
health professional that can give them good care especially at health 
post and health centre level. DSH3 
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One of the reasons why there were insufficient midwives in rural areas was 
because of the difficult living and working conditions. A couple of stakeholders 
commented upon the heavy work-load and poor living conditions for midwives or doctors. 
This was because of limited accommodation in remote villages in addition to very little to 
do in small communities, particularly if the health worker does not have family in the 
area. Staff can be very isolated, living alone and unprotected. One midwife commented 
upon the potential lack of security for staff living in small villages. Another, stakeholder 
recollected an incident, during the Indonesian occupation when a man attacked a 
midwife with a machete. Staff may therefore not choose to stay in these remote areas. 
As a consequence staff may not be available: 
Last week one of their friends went to Suracraik. There is no midwife or 
nurse. There was a doctor there but he stayed for three months and 
then he left. DSH5 
It was not only the doctors that were identified as having limited clinical training 
and knowledge. Stakeholders were concerned about the quality of pre and post 
midwifery education in Timor-Leste. Preservice education was the initial entry level 
qualification for midwives. The concern was that: 
The midwives that are coming out of pre-service training are not 
prepared for clinical practice. DSH6 
Some stakeholders noted concerns about midwifery student’s opportunities for 
supervised clinical placement. In addition, a couple of stakeholders noted that the 
majority of currently practising midwives had a one-year Diploma of Midwifery called the 
Diploma 1. In the stakeholder’s opinion, the Diploma 1 did not adequately prepare 
midwives for autonomous practice. Ideally, this stakeholder thought that midwives with a 
Diploma 1 should have the option to upgrade to a three-year Diploma (Diploma 3) or 
even the Bachelor of Midwifery. In the past, this qualification has not been available in 
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Timor. The Timorese MoH has provided scholarships to some senior midwives to 
undertake study of the Diploma 3 program in Kupung, West Timor, Indonesia. Upgrading 
the midwives’ qualifications had support from the Timor-Leste, Midwives Association 
(Dili, Field notes, 15/05/2017). A few stakeholders believed however, that it would be 
better if the education was available in Timor-Leste.   
There are serious issues about the need to improve the facility in 
University of Timor-Leste and cater to local needs rather than sending 
students and staff to Indonesia for training. DSH6 
A number of stakeholders commented upon the limited mentoring and 
supervision of recent graduates and other midwifery staff. Ideally, it was important that 
recently graduated midwives had some mentoring and support before being sent to work 
in smaller services where they may work alone and be called upon to manage a diverse 
range of clinical issues and emergencies. This issue was recognised by senior midwives 
engaged in providing in-service training to SBA staff employed in the clinics and 
hospitals. As far as these midwifery educators were concerned: 
When the new midwives come, we say don’t send them directly to the 
clinic or the health post. They should stay in the town for at least three 
months. They should get experience with senior midwife… If we send 
them to health post they stay alone there, there is no one to support 
them. DSH3  
In addition to concerns voiced about the availability and quality of pre-service and 
post-graduate education of SBA, the stakeholders said that there was limited in-service 
training for midwives and other SBA. Emergency obstetric and neonatal care (EmONC) 
is a WHO, UNFPA and UNICEF sponsored training package focusing upon key 
components or signal functions of emergency care provided to women during pregnancy 
and childbirth. Provision of emergency obstetric care education and ongoing updates for 
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SBA staff are the gold standard for SBA in developing countries (Bhandari & Dangal, 
2014). The problem was:  
But at the moment there is no EmONC training in Timor-Leste. DSH2 
This meant that the majority of health services did not meet international 
standards for emergency care of mothers and newborn. The issue, however, goes much 
further than the training as identified here:  
In terms of equipment and supply, they lack a basic emergency 
obstetric and neonatal care facility. The main skills lacking include 
newborn resuscitation, assisted instrumental birth, and manual removal 
of placenta. But also many are afraid to give drugs including 
magnesium sulphate and antibiotics. DSH6 
Stakeholders commented upon their concerns about the lack of quality of pre- 
service training and the need to improve in-service and ongoing education for qualified 
midwives and doctors. This lack of quality in pre-service preparation of health 
professionals and shortages of ongoing in-service and post-graduate training had 
consequences upon the overall provision of SBA services. In this case: 
Yeah, like I think we should not concentrate on numbers… women are 
coming and we need to ensure they are getting good antenatal care. 
DSH1 
Some of these stakeholders identified that some of these issues may be addressed if 
there was a national Midwifery Council to provide governance and guidance for 
midwifery practice in Timor-Leste (Field notes Dili, 15/01/2017).  
The stakeholders also elaborated on the style of care they saw provided in the 
ANC clinics. What was of concern was where midwives focused upon the work of taking 
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observations and writing them up, rather than speaking to the women. This approach 
reduced opportunities to provide information and develop relationships with the women.   
At the moment many midwives they just check the weight, take the 
blood pressure, measure the fundus. It is like this, just looking at tasks. 
DSH3 
It would appear that these tasks of measurement and recording were deemed to be more 
important than other attributes or what may be considered a basic expectation of 
professional behaviour during a consultation with a woman. For example:  
Midwives are very busy and don’t always have time to talk to the 
women. DSH8 
A demonstration of what this meant was evident in Maubisse ANC at the district 
referral hospital where I noted that it was disappointing to see the women receiving 
abrupt and brusque care from the midwives and medical specialists attending them. 
There were between five to six clinicians and specialists in the room at any one time and 
there was no opportunity for discussion. The midwives and doctors did not greet the 
woman when she walked into the room, they were still busy filling out paperwork from the 
last consultation. When the focus was upon the woman, she was given brief and abrupt 
orders/directions. Staff did not smile and barely looked at the woman; everyone was 
busy filling out ledgers, charts, histories. At the end of the five to eight minute 
appointment, the women were given the same instructions each time, “drink more water, 
eat meat, eggs, vegetables, wash yourself daily”. The clinician asked closed questions, 
“how many babies, how many weeks”. There were no opportunities for questions or 
individual counselling. One of the reasons for this could be that language was a major 
issue as the medical specialists had very little Tetum, and conversed to each other in 
Spanish. The doctors said to the women, “baby’s condition is good”, or not so good, do 
this and that and out the door (Maubisse, Field notes, 19/6/2017). It was difficult to know 
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if this behaviour was related to class, the lack of empathy, boredom, lack of language or 
communication skills or a way of emphasising social division and status.  
Later, I asked my translator what she thought about the staff interactions with the 
women. I asked if it was possibly a cultural thing that staff be so abrupt with them. She 
commented that this was not the case, in fact she said she thought the staff were very 
rude. In comparison with my observations of other service provision, the treatment of 
women at the ANC in Maubisse hospital was an isolated experience, however Maubisse 
is a major referral hospital, and so it was concerning. The majority of care I witnessed 
from midwives in all districts was friendly and courteous. However, feedback from other 
stakeholders suggested that poor communication was common. Many stakeholders 
noted the necessity to improve this aspect of care. A few stakeholders engaged in peer 
education of midwives acknowledged communication was an issue. In one of the 
interviews with stakeholders, I probed further in an attempt to get further clarity and 
understanding about midwives attitudes to communication with the women. This 
stakeholder was talking about a communication training module provided as an in-
service for midwives.  
Ok and after they try to change the midwives’ behaviours, they push 
the midwife, how they can have good communication with the mum? 
So, they do work on the midwives behaviours. DSH8 
Researcher: What do you think the most important problems are for the 
midwives? 
The main problem for the midwife is they don’t want to talk too much, 
they don’t want to have communication too much. DSH8 
Researcher: Why not? 
Ahh, that’s the thing, they try to make something, to know why the 
midwives do not want to talk, but they don’t know…So, many times 
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they just want to talk with friends, but then they have to talk with the 
mums. DSH8 
The stakeholders thought that the general lack of communication between SBA 
staff and the woman meant that there were many other lapses in basic care provision. 
For example, the non-verbal care provided to the women by midwives and other SBA 
meant that critically important and fundamental clinical information was not being 
conveyed between SBA and the woman. As an example:  
Also women are not informed about their health, they do not 
understand the risks. Health providers are not communicating the risk. 
They don’t know about the risk of a previous scar, the risk of 
conceiving quickly after a previous caesarean section. DSH1 
It appeared that many midwives and other SBA staff did not understand that the 
woman was a participant and a partner in the provision of maternity care. As such, the 
woman needed to be engaged in a dialogue, informed and educated about her 
pregnancy and about her baby. This is done to ensure that the woman are able to 
participate and work with the midwife/SBA to achieve healthy outcomes for herself, her 
baby and even her family. One stakeholder thought that this understanding about the 
midwives’ role in educating the woman would require:  
General education, massive, yes massive and you would have to 
educate the midwives, because they would not think to give the 
education and frankly they may not know it themselves. So it is 
educating the midwives and then educating the women. DSH11 
In addition, there were a number of controversial practices, which were of 
particular concern to some stakeholders, as illustrated: 
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Staff, I mean specifically in birth ward, they use fundal pressure. They 
do it in front of me yeah, oh yeah, and there are some doctors doing it. 
Like they are trying to pop the baby out, you see it a lot. Umm they do. 
DSH11 
Another controversial practice conducted by some doctors is the fact that: 
Ahh I don’t know if I should say this, sometimes you see post-partum 
curettage. So you know if a women is bleeding a bit after the baby, you 
know the normal steps are to control post-partum haemorrhage. Some 
of the doctors will grab the curettage and start scraping the uterus 
when the baby has just been born… That’s not done by the local 
Timorese doctors. DSH11.  
A number of stakeholders commented about the general lack of regulation, and 
supervision of medical and midwifery staff. There was no system of supervision or formal 
mechanisms to encourage mentoring between senior experienced staff and more junior 
health professional staff, particularly those who were often placed in remote settings. 
Stakeholder noted that there were international guidelines which provided templates for 
practice. For example: 
To build the profession we need to start from the three pillars of the 
International Confederation of Midwives. These are regulation, 
supervision, mentoring. There is no monitoring or evaluation of the 
midwives, no supervision of them or their skills. We need to regulate 
and evaluate their competence. DSH10 
Lack of supervision of staff and lack of supervision of management and general 
service provision had a flow on effect in many areas. For instance, stakeholders 
commented on poor management of resources. They said: 
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I think the management also needs to be looking at the district control 
(management) of the clinic… They have ambulance, fuel and human 
resources. They are running out of fuel, so why does this happen? The 
community call for the ambulance and there is no fuel. So, if we can 
manage well with the fuel we have, we can respond to community 
request for emergency care. DSH2  
Poor management and supervision of services were identified as having other 
consequences. There were concerns voiced about the allocation or distribution of staff. 
Some CHCs and HPs had more midwifery and medical staff and others had none. 
Inequitable concentration of staff may be determined by the amenity of some clinics over 
others, and the ability of staff to manipulate management decisions with impunity. 
Unequal distribution posed equity issues for communities who did not have access to 
SBA services. This issue reflected a lack of supervision and regulation from the MoH. 
The lack of supervision of staff also contributed to staff truancy. These transgressions 
were commonly known and were in breach of Ministry regulations (Dili, Field notes, 
7/1/2017). For example: 
There is also a lack of supervision of clinic. You see in some facility 
(open) from 8 am to lunchtime and closed in the afternoon. DSH2 
Staff working in more remote areas were compensated for these working 
conditions, but the lack of supervision of their work created absenteeism. How this 
occurred is illustrated here:   
Because all the doctor, midwives and nurse in the health post and 
centre, they get a different payment to the other staff in Ministry of 
Health. They are paid for 24 hours work a day including the weekend. 
But they only open the clinic until lunchtime and then they close. And 
head back to town, and come back in the morning and (at) the 
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weekend the clinic is closed, total, because they have to (want to) stay 
in town over the weekend. So the government do not control this sort of 
thing, if they control this we can see that the community can get better 
service. DSH2 
The problem is of course that this unprofessional behaviour reduced community 
access to services. In addition, this decreased the community’s confidence in the 
service. As evidenced by this comment: 
When the lady in Lorro, she goes to the hospital and they say there is a 
notice…parteira at a meeting. But there is no meeting, it is just closed. 
When the women come in labour and come to hospital there is no one 
there. DSH5 
Stakeholders were not only absent from their workplace during the daytime when 
in principle they should be open, but also appeared to engage in other unethical if not 
illegal practices. The government of Timor-Leste provided free medical services. This 
stakeholder reported an unethical practice concerning a government health professional. 
This example really seemed to outrage this stakeholder recounting the story. She said: 
In my opinion, the government need to control the staff because one of 
the women from (X), she came here to get family planning. The 
midwife here say “Why do you come here for family planning when (X) 
have a clinic?” They say “no we cannot go there because the midwife 
ask for money. Better we come here, and get injection here, where it is 
free”. DSH5 
In addition to the serious concerns cited about the education, skills and 
professionalism of SBA in Timor-Leste, stakeholders were also concerned about the lack 
of availability of SBA services in the districts, particularly in more remote areas. In the 
districts, the MoH policy was to build and staff health posts to enable closer proximity of 
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services to community. However, some health posts had limited infrastructure, and 
sometimes there were no staff and resources. As a result some health posts were either 
closed or open infrequently (Ainaro, Field notes 19/6/2017). Stakeholders noted the 
impact this lack of service had on demand from the women. They said:  
When they come to the health post to help them have a baby, so they 
arrive and that part of the district does not have a midwife. They come 
but there is no service and then they leave and next month they come 
again, no midwife. DSH4 
In addition, the lack of staff and availability of services in the districts meant that 
women would call upon more reliable maternity services. In this instance: 
Sometimes in the meeting at the Health Department they complain oh 
why Bairo Pite staff or clinic always go to collect the patient from our 
area. ‘Oh they say because the patient call for the Dr,  they need their 
help, that is why they go to get the patient’…even if he (Dr) say you 
must go to get patient in Manotuto or Ainaro they (the midwives) must 
go…And they call here because this is where they get the help. DSH5 
Alternatively, the lack of infrastructure and amenity also meant that even if the 
woman came to the clinic, and there was a health professional available, stakeholder’s  
may be still be unable to offer a service. Whilst talking with staff in a Health Post in 
Vequeque district they said they could only care for one woman in labour. If a second 
woman arrived she would be sent home because there was only one bed in the room 
and they could not provide privacy anywhere else (Viqueque, Field notes, 6/06/2018).  
Also in Vequeque district stakeholders readily provided a list of needs which 
included equipment such as a blood pressure machine and scales. There was a 
shortage of basic equipment, and also training and capacity to support women in 
childbirth. Staff said that sometimes the contraceptives would run out, or came too late 
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(Vequeque, Field notes, 31/05/2017). The stakeholders outlined other needs including, 
food and potable water available in the hospital. In addition, there was no privacy for 
patients, in that adult men and women shared the same general ward. This was in the 
context of wards with no screens, and beds without sheets or other covers. Children 
were also admitted into the same ward with the adults and they could easily catch the 
adult’s diseases. There was no internet at the hospital. The staff wanted more equipment 
such as a defibrillator, ECG, X-Ray equipment, pathology services and drugs such as 
adrenaline and ephedrine. There was a laryngoscope but no intubation tubes (Viqueque, 
Field notes, 2/6/2017). These stakeholders also recognised that the lack of infrastructure 
also meant there was little amenity for the women. 
But health posts are not equipped for birthing. The facilities cannot 
offer privacy and dignity for the women. There is no food at the facility 
and often no power and no water. DSH6 
It was recognised that the ambulance was critical to facilitating transfers of 
women to higher level services and emergency obstetric care. However, poor road 
conditions were hard on the ambulance, and so the ambulance was commonly requiring 
maintenance. Staff often had to rely upon transport from other services. For example, the 
police, or bomberios (fire-men) were asked to help transfer or collect patients (Viqueque, 
Field notes, 2/6/2017). The lack of equipment, infrastructure and medical supplies 
obviously impacted upon the capacity of stakeholders to provide services. In this case:  
How to reduce the mortality of the women? We want to have more 
equipment and health posts. We need more human resources, 
equipment and transportation. ASH3 
Stakeholders working in Dili often received women referred in from the districts. 
The stakeholders were treating these women but the woman’s well-being, progress and 
outcome was partially determined by the initial care (and the documentation of this) that 
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they received from SBA where they have first presented in the districts. One of the 
essential criticisms from some stakeholders concerned the lack of appropriate SBA care 
in the district health facilities before the women were transferred. Stakeholders based in 
Dili claimed: 
Many women are being referred to Dili from outlying districts and are 
not being treated or assessed adequately in those districts. For 
example, a woman arrived with antenatal card indicating frequent visits 
but no indication that she has had two previous caesareans. This 
woman arrived fully dilated with close to a ruptured uterus. DSH1 
Another example of this was provided here: 
Women having high blood pressures recorded on their card, but no 
action is taken. Prolonged ruptured membranes, no action taken. 
Women arrive with premature ruptured membranes, transverse lie and 
dead babies. They arrive too late! Midwives and doctors are not acting 
on the information that is in front of them. They are not managing the 
risk. DSH1 
Likewise, staff working at the referral hospital in Maubisse echoed this concern. 
These stakeholders emphasised the need for midwives who were working in smaller 
health services to assess and act upon significant issues when woman came for ANC or 
birthing. Prompt assessment, detection and referral was necessary because:  
They have to come to the clinic. If she is coming for check-up and 
midwife find some problem then midwife must give some attention to 
this. If she have infection, haemorrhage or pre-eclampsia then she 
must be referred to Maubisse. ASH2  
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At the time there were no uniform national referral guidelines implemented in 
Timor-Leste. There was a lack of clarity among stakeholders about when to refer women 
or babies at risk. This lack of clarity was exacerbated by the numerous nationalities of 
health caregivers and the multiple languages used to document and communicate care 
(Dili, Field notes, 2/02/2017). Poor management of women developing complex 
conditions, omissions in documentation, poor communication and weak referral 
processes between health services, can all contribute to higher maternal mortality and 
morbidity.  
As a general principle, women were transferred to another health service if it was 
deemed that they required care that was not available at the referring clinic. Poor 
standards of documentation and lack of governance of professional conduct meant that 
women were transferred to another service for no reason at all. Another Dili stakeholder 
commented upon her recent experience of the transfer of a woman from the district to a 
clinic in Dili.  
Sometimes also the midwife is there (in the district clinic), but midwife 
calls to the clinic (Dili) for help. She say this lady has a problem so 
maybe you can take her to Dili…When the lady come here there is 
nothing wrong with her. So there is nothing wrong, so just passing the 
work? DSH5 
Poor documentation, a lack of governance and clear referral processes all 
contributed to inadequate communication, lack of timely referrals and a lack of 
confidence between service providers. Referral links from community practitioners to 
clinics also appeared to be weak. The TBA or daya was often working with women in the 
community. Traditional practitioners were sometimes afraid to refer women in their care. 
This had potentially tragic consequences for women who required emergency care. The 
reasons for this were illustrated here: 
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Sometimes they conduct deliveries and don’t refer because they think 
they will be judged, so they let the women die…Another family member 
said she did not want to refer her own daughter, because she was 
afraid the doctors would scream at them, (she would) get into trouble. 
DSH1 
Another stakeholder commented upon the need to therefore, strengthen referrals 
from the community. They said:  
The midwife should work together with the TBA, if the TBA find the 
mother with a baby they have to send to the midwife or they have to 
call for them to go to the home. DSH10 
As noted earlier in this chapter there was still limited availability of SBA in some 
districts in Timor-Leste. In Ainaro district I noted how the availability of SBA and birthing 
services at CHC and HP impacted on the capacity of maternity services to provide a 
service to community. For example, in Maubisse sub-district the referral hospital in 
Maubisse township was the only birthing service in the sub district and it did not offer an 
outreach service. That is the midwives did not travel to the women. I was told this was 
the MoH policy. For the majority of women in the mountainous Maubisse sub-district this 
made access to SBA extremely problematic (Maubisse, Field notes, 22/6/17).  
In the Ainaro sub-district, access was slightly better in that the women could 
attend the CHC in Ainaro township for birthing care and if there were enough staff the 
midwives could provide an outreach birthing service either at the HP or the woman’s 
home (Ainaro, Field notes, 6/6/2017). Likewise, in Viqueque sub-district, there was a 
district hospital offering a birthing service in Viqueque township and midwives also said if 
staffing permitted they sometimes offered an outreach birthing service to women. Staff 
who were SBA at CHC and HP were in the best position to provide community based 
care and referral for women living in more remote communities. However, many HP were 
not staffed with SBA, and some CHC were only open for restricted hours The TBA was 
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still involved with many births in Timor-Leste. The daya were based in the community 
and women had easier access to them. Stakeholders have noted that there were 
circumstances where the daya or family were afraid to refer women to health services 
and, as a consequence, some of these women had died.  
5.8 Barriers to accessing care in Dili, Viqueque and Ainaro. 
Stakeholders commented upon a range of issues that contributed or escalated 
the difficulties women had in accessing services. One key issue was the poor access to 
services due to Timor-Leste’s mountainous topography and poor road conditions. The 
bad road conditions led to other difficulties that are noted here:  
No the road is too bad for public transport. They just use motor bike, 
some just walk or call the ambulance to come to them. ASH1 
The ambulance was relied upon to connect the women with SBA. However, during data 
collection in the districts of Ainaro and Vequeque it was noted that the ambulances 
parked at health centres were very old (often over 25 years old), and some were already 
decommissioned and out of order.  
In addition, the stakeholders also recognised that many women and families lived 
off the roads and used walking tracks to traverse mountainous countryside. This included 
crossing rivers, which flooded in the wet season (refer to Figure 21).  
Long distance, raining and difficult to cross (the) river, they cross the 
river at Mau Nuno… (For) the women living on the farms it is difficult to 
come to the hospital, up to four or five hours walking. ASH3 
232 
 
 
Figure 21. River crossing Mau Nuno- Ainaro road. 
What infrastructure there was, tended to be old and in need of maintenance. During data 
collection in Viqueque I saw a number of bridges dangerously close to collapse and 
numerous road slippages (see Figure 22). Stakeholders commented on the fact that poor 
roads conditions were not only a problem for women, as outlined here:   
Another problem is the transportation. We talk about infrastructure. 
When there is no road, or the road is bad, this is one big obstacle for 
the doctor and midwife. They have to take some hours to get to the 
mother. DSH8 
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Figure 22. Viqueque district. Bridge on the Lacluta road. Photo taken by author. 
It was also acknowledged by the stakeholders that unsurprisingly, the journey 
would be more daunting for women if they went into labour at night. The women would 
travel with her husband or family but they also needed to ensure there was childcare 
available for the remaining children at home. This meant then: 
We know the travel is a problem, its dark and late at night, they don’t 
want to go out. DSH8 
Furthermore, stakeholders also identified another issue regarding access in that 
women may have no money for food and transport. In addition, the families were 
concerned there may be additional costs associated with travelling away from home in 
order to access health services. This created a huge dilemma for impoverished Timorese 
as illustrated here:    
If I go to the hospital I have to spend lots of money and also if I die 
there I have to pay the ambulance to come back. And how will I pay for 
this. DSH2  
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The costs associated with transport getting to and from services were not the only 
deterrent to accessing SBA. There are also other costs associated with a hospital birth. If 
women did not have the money to purchase extra clothing, cloth and napkins this could 
potentially act as a deterrent to birthing in a facility. This was because:  
If they deliver the baby they don’t want to come here and be naked, 
economic reasons. VSH3 
Accordingly, stakeholders recognised that the woman’s poverty was an issue that 
exacerbated their discomfort when they were birthing in the facilities. They said:  
They are shy, sometimes they have no clean clothes, they have no 
amenities, no napkins to wear, they are embarrassed. DSH4 
Whilst the majority of stakeholders interviewed did not comment about how the 
woman’s experience of birthing in a facility could be improved, some stakeholders 
acknowledged that the services could be changed to encourage women’s attendance:  
There are ways to make the service more private, they have a private 
room (shared with another bed). ASH2 
There were other reasons why a woman may feel unable to access SBA 
services. The stakeholders identified that women had many domestic responsibilities that 
required their attention. For women to attend health services this required time and 
money, time spent traveling to the health service, waiting for the service and then more 
waiting if there was any pathology or other tests required. This all took time away from 
women’s domestic responsibilities. Stakeholders recognised that: 
One reason, they feel they waste time to go to services, they leave the 
house, the fire goes out, so much time to get blood results, waiting 
about. DSH1 
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In addition, the woman’s competing domestic responsibilities meant she was 
simply unable leave her home. This meant that:  
The mother is not comfortable to come. Because ahh..in Timor-Leste 
we have ahh more children, up to 7 or more children, so if the mother 
come, who is taking care of the children. It is difficult because of this. 
DSH10 
There may not be extended family residing with the couple or older children who 
can help the women with these responsibilities. The women may rely upon their husband 
for support with domestic responsibilities. However, In Timor-Leste:  
Sometimes the husband is working away on the farm, he may only 
come back once a week. Their own land is a long way from the house, 
and they spend their time there… And the animals are there too, so 
they have to stay there. DSH2 
In other cases, the women were required to help during busy periods for the 
family. In this case the stakeholders would encourage them to come every month, but 
they understood that there were other demands such as sowing or harvest and so they 
came when they could(Vequeque, field notes 6/06/2017).  
The stakeholders also commented on the possibility that some women did not 
have good family support. This stakeholder noted from her experience: 
Sometimes they may have no one to bring them. Recently I cared for a 
woman who had come in after a long labour… she came alone, she 
had no one to bring her. Possibly a second wife, someone of low 
status, not a priority for the husband. DSH1 
Many women living in rural areas were poor and uneducated. They were 
apprehensive about dealing with the staff at the clinic or hospital and the rural women in 
236 
 
particular may be overwhelmed or nervous of the healthcare workers. The women may 
feel like this because:  
They are afraid of some of the midwives and nurses cause, you know, 
they feel like they are below them so they will never question. DSH11 
Even when the women were sick in some cases they would stay at home 
because:  
I think one of the main reasons so many people die is because they are 
afraid of the hospital… They stay at home, septic for 2 weeks and then 
they come in… People are afraid of the hospital... because people die 
in the hospital. DSH11 
Stakeholders have noted earlier that there was poor infrastructure, staffing, 
resources and lack of amenity in many HPs and CHC’s in the districts of Timor-Leste. 
Furthermore, stakeholders demonstrated an understanding of how this lack of 
infrastructure and amenity impacted upon the woman’s experience of SBA care. The 
result were that:  
Yeah some women do prefer childbirth at home, because they shy, 
here is not so much privacy. VSH2 
There were other reasons acknowledged by the stakeholders that discouraged 
the women from attending health services. This was because:  
Sometimes they come to the hospital and they are sad. If they come to 
the hospital and there are a lot of people. Doctor, midwife, student, she 
feel not comfortable. ASH2  
In this instance stakeholders were demonstrating their understanding that it was 
not only multiple care-givers that concerned the women. In this instance:  
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There is also an issue of the male provider in the rural area. The 
women are very shy of the male provider. DSH6 
Stakeholders have already noted earlier in this chapter, that staff attitudes 
needed improving. In this section, the stakeholders’ discussed their perception of staff 
attitudes and the impact this had upon women’s subsequent demand for services. For 
example: 
I can say the attitude of the midwife needs to be changed. Not all 
midwives are like this but many midwives need to change their attitude. 
That’s the kind of the contribution to the mother that makes them stay 
far from the clinic, this contributes to the women avoiding the clinic. 
DSH2 
Some stakeholders identified that staff attitudes influenced the quality of 
engagement and communication between midwives and the women. Some of the 
attributes of communication that stakeholders believed to be important were identified 
here: 
The women are not spoken to with empathy, they need reassurance 
and to be satisfied with the services DSH1 
This stakeholder recognised that the quality of communication affected the 
woman’s experience of service provision. In some instances, this communication from 
midwives could be rude and abusive. For example: 
There is screaming at them, why didn’t you come earlier. DSH1 
The poor behaviour had consequences on the women’s perceptions of care and 
their relationships with service providers. In this case: 
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Sometimes they are scared because the midwives are cranky with 
them. DSH5 
It was probable that many midwives were working hard to improve attitudes and 
service but the fact remains that while these behaviours manifest, or there is a memory 
of them, they will continue to influence women’s care seeking behaviours for many years 
to come.  
5.9 Summary 
This chapter explored the stakeholders’ perceptions and understandings of the 
priorities and challenges to providing maternity care in Timor-Leste. The Timorese 
government has prioritised maternal and child health and there are strong policy 
approaches which were followed to some extent. Health promotion was designed to 
encourage demand for maternity services; however, there is also a need to strike a 
balance between creating demand for services and then meeting this demand with the 
provision of quality clinical care. Traditional beliefs were criticised and discouraged by 
the health professionals. Stakeholders in this study acknowledged that women were 
looking for a range of attributes in service provision. These included respect, information, 
privacy, clinical competency and some amenity at the clinics such as power, food, 
potable and hot water. There continued to be a range of significant barriers to women 
accessing care. Some of the most noteworthy of these included, poor roads, lack of 
transportation, and more concerning, a lack of availability of trained competent staff 
equipped with the resources and facilities to enable prompt assessment of women and 
referral to higher level services when necessary. These stakeholders also commented 
upon poor staff attitudes with midwives demonstrating angry or harsh attitudes to the 
women.   
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6 Chapter Six: Discussion 
6.1 Introduction 
The purpose of this research was to identify the barriers and enablers to women’s 
access to services during childbearing in Timor-Leste. This chapter aims to transform the 
descriptive data from the research participants through analysis and interpretation to 
highlight new knowledge and ideas. The key findings are arranged and analysed using 
the modified AAAQA framework. Organisation of the data with reference to this 
framework facilitates further insights from this research. These insights can be broadly 
categorised into those that either confirm, build on or reveal new knowledge in this area. 
This chapter concludes with a critique of the theoretical framework. 
6.2 Research question and objectives 
The thesis began with the question: What are the barriers and enablers to 
women’s access to services during childbearing in Timor-Leste? This broad question 
was captured within three objectives: (1) to examine current national policy approaches 
and how they are enacted in Timor-Leste; (2) to explore the circumstances surrounding 
choice and decision-making about care during pregnancy and childbirth; and (3) to 
identify women’s expectations and aspirations for care during pregnancy and childbirth. 
6.3 A new AAAQA framework (Access, Availability, Acceptability, Quality 
and Antecedents). 
The AAAQ framework discussed earlier in Chapter Three uses the categories of 
Access, Availability, Acceptability and Quality of health services to describe and critique 
the barriers and enablers to women’s use of maternity services in low and middle income 
countries (Homer et al., 2018; OHCHR, 2000; UNFPA, 2014b). However, there were 
other factors identified from the data that were related to Timor-Leste’s unique culture, 
history and political contexts, which had an influence upon women and their family’s care 
seeking behaviours during pregnancy and childbirth. These are not accommodated 
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within the existing framework. A contribution of this thesis is the incorporation of an 
additional domain, which recognises the particular interconnected and self-perpetuating 
conditions which stem from the unique political, socioeconomic and cultural contexts of 
Timor-Leste. These are incorporated into the domain of Antecedents. 
The Antecedents identify much of the material conditions, which constrain choice 
and highlight the limited capacity for individual responsibility and decision-making in 
contrast to the structural barriers posed by the cultural, socioeconomic and political 
circumstances of everyday life for the Timorese. These contexts include the history of 
colonisation, social and economic underdevelopment, violent conflict instigated by the 
Indonesian occupation and subsequent withdrawal in 1999; leaving a traumatised 
population, minimal infrastructure and a weak economy (Martinikus, 2001; Molnar, 2010; 
Nicol, 2002). Many Timorese women are poor and have little formal education, and rely 
upon cultural knowledge and traditions, often relayed through prescriptive patriarchal 
traditions.  Such traditions are prevalent in the beliefs and practices relating to pregnancy 
and childbirth. Therefore, focused ethnography is an appropriate methodology through 
which to explore these nuances in relation to how they impact upon health behaviours. 
The majority of Timorese women continue to birth at home; a small percentage of these 
will birth with a SBA (GDS, 2018), the remainder will birth with support from their family 
or the daya.  
There is also a relatively short history of Timorese engagement with health 
professionals (Edmonds et al., 2005). Many Timorese women continue to have 
problematic access to maternity health services; this is particularly the case for women 
living in rural and remote areas and marginalised groups, such as teenage and 
unmarried mothers. These barriers and potential enablers to their use of services are 
organised within the AAAQA framework, which include the domains of Access, 
Availability, Acceptability, Quality and the Antecedents. Figure 23 describes these 
various components used to structure and explain the factors contributing to the barriers
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and enablers to women’s access to SBA services in Timor-Leste.  
Figure 23. The revised AAAQA framework. 
Another component of interest in this research is the evidence of the women’s 
agency and where this may be harnessed in relation to their decision-making and access 
of services for pregnancy and childbirth. The women’s agency is potentially 
compromised by traditional patriarchy, which places women in subordinate social 
positions, where they may not be in control of decisions made about their reproductive 
health. However, the women’s agency is implicated in terms of their decisions and 
capacity to Access services and in their perception, evaluation and choices made about 
the Acceptability and Quality of SBA services. Issues relating to the Acceptability of SBA 
services highlighted the women’s experiences and expectations of health services.  
The key findings from this research, therefore, are organised and explored using 
the five categories of the AAAQA framework with reference to the literature, frameworks 
Woman
Access
Availability
AcceptabilityQuality
Antecedents
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of social determinants of health and cultural safety and women’s agency. These key 
findings are now discussed in more detail in relation to the literature. 
6.4 Key findings 
There was some consensus between the women and stakeholder groups on a 
range of themes such as the difficulties of access to services, the impact of the women’s 
poverty upon their capacity to access services, the lack of privacy for birthing and some 
midwives’ poor attitudes in clinics. However, the women and stakeholders had a number 
of different emphases, highlighting the specific challenges and foci of each group. When 
considering the women’s perspectives and priorities it was apparent they were juggling 
their considerable workload whilst attempting to accommodate the costs and difficulties 
of access and use of services. From the stakeholders’ perspective, their role was to 
encourage demand and provide quality services within often very challenging 
environments. In this context, the stakeholders emphasised their concerns about their 
inadequate resources, lack of quality of health services and the harmful impact of the 
traditions. The key findings are presented in bold in each section followed by a more 
detailed discussion in relation to the literature. 
6.4.1 Access to services 
Access to services refers to those issues related to the woman’s travel to SBA 
services and their ability to pay for the costs associated with using SBA services (Homer 
et al., 2018; UNFPA, 2017). Poor roads, lack of transport, widespread poverty and 
woman’s domestic workloads all contributed to women’s reduced access to SBA. 
Both the women and stakeholders identified that the distance to health services and the 
lack of transportation to the health facilities were clearly prohibitive for many women and 
their families. Access to services in rural areas remained problematic because of the lack 
of infrastructure including roads and public transport. Previous research in Timor-Leste 
similarly identified lack of roads and transport as barriers to health care access. For 
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instance, Price et al. (2016) conducted community focus groups in eight districts in 
Timor-Leste where the lack of patient transport was identified as critical to reduced 
access to health services. With 70% of people living in rural and mountainous areas 
(NDS, 2010), it was estimated that more than a quarter of households were more than 
two hours walk away from services (Price et al., 2016). Similarly, Zwi et al. (2009) 
conducted community surveys and interviews with village leaders (xefe de suco) and 
health professionals from all districts in Timor-Leste. The results from this research 
estimated that nearly one third of the people travelled for over two hours and 5.1% 
travelled for over five hours to access clinics. Overall, the majority of people walked 
(77.9%) whilst others went by motorbike (9.2%), microlet (3.8%), car (1.3%) or bicycle 
(1.7%) (Zwi et al., 2009). More recent census data (2016) also identified infrastructure 
barriers to rural women’s access to SBA services, where in some rural districts only 18% 
( Ainaro) or 15% (Ermera), are currently birthing with a SBA (GDS, 2018).  
Data from both groups in this study also highlighted the pervasive influence of 
poverty upon women’s access to SBA services. There was acknowledgement that the 
costs associated with accessing services (including transportation, food, clothing and 
consumables), posed an additional impediment to women’s access to health services. In 
this context, it was the women who particularly emphasised family poverty as a 
significant constraint to decision-making about place of birth. It is noted in the literature 
that rural families are doubly disadvantaged in that the costs of accessing services are 
disproportionally higher than in urban areas (Inder et al., 2014; UNDP, 2016). For 
example, research published by Wild et al. (2010) noted that the cost of transportation 
was up to three times higher for families living in rural Timor-Leste. In addition, the 
median travel time for poorer households was four times longer than for richer 
households. Demographic statistics also confirm that poor rural Timorese families are 
less likely to access healthcare services (GDS, 2018).  
Rural women’s access to services was also hampered by a lack of staff retention 
in Health Posts (HP). Stakeholders noted that staff were unprepared to stay in small and 
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remote villages and sometimes simply abandoned the service after some weeks or 
months. Furthermore, stakeholders recognised that restricted opening hours, in addition 
to the lack of SBA, significantly reduced woman’s access and also diminished public 
confidence in SBA services. Likewise, Homer et al. (2018) concluded from focus groups 
conducted with stakeholders representing 36 low and middle-income countries that the 
overall lack of health workers in these countries meant that the available staff have the 
option to choose to work in more desirable locations. This leaves the less desirable 
areas without staff and contributes to inequitable access to SBA services, resulting in 
reduced accessibility and availability of staff and services in rural areas. According to 
Homer et al (2018) the possible lack of SBA staff diminished the women’s motivation to 
travel to attend services. 
A number of participants, both community women and stakeholders, 
commented on women’s heavy domestic workloads, which meant that sometimes 
they were unable to access SBA care. There was acknowledgement that if there was 
no one available to care for children, animals or crops the women were unable to leave 
the house to access SBA. Especially in the rural areas, where men may be away from 
the house for days or weeks looking after crops and animals some distance from their 
home. Previous research in Timor-Leste also noted Timorese women’s heavy workloads 
(O’Keeffe, 2017). Other literature corroborates that women’s domestic and caregiving 
responsibilities in low income countries are critical to the survival and well-being of the 
family (Sen, Östlin, & George, 2007). King et al (2015) found that women living in 
agrarian based societies, such as in the Afar region, Ethiopia, were similarly unable to 
travel to access SBA unless they found assistance with childcare, animal care and 
preparation of food. 
These issues are explored in the theoretical perspectives discussed in Chapter 
Three, which identify that women’s agency and autonomy is tempered by their social role 
as caregivers (Mackenzie & Stoljar; 2000; Sen et al, 2007). The women and their families 
were juggling the multiple and compounding issues of childcare, transportation and 
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costs, which may mean they did not attend SBA services. Women’s agency in this 
instance is moderated through the care of others (Mackenzie & Stoljar; 2000). Many 
women will choose to place the needs of others before their own (Meyers, 2004), rather 
than prioritise their own needs for money, social support and transport in order to access 
SBA. These are the women’s choices and decisions and are not ones that are 
necessarily forced upon them. The latter recognises that there are multiple aspects of 
woman’s expression, problem solving and assertion of their agency on a day to day 
basis (Bowden & Mummery, 2009; Meyers, 2000).  
The lack of roads, transport, the distance and unavailability of SBA in addition to 
competing domestic priorities were made more problematic when women were heavily 
pregnant, in labour and traversing mountain pathways, often at night and in difficult 
weather. In such circumstances access to SBA services was virtually impossible for 
many families, particularly in the wet season. These issues were equally as confronting 
and difficult for women when they had to return home following the birth. Clearly, many 
rural families did not have the choice of accessing SBA services. Kabeer (2005) notes 
that empowerment entails the potential to make choices, “to be disempowered means to 
be denied choice” (Kabeer, 2005, p. 13). These circumstances could be said to
contravene human rights standards which determine that health facilities and services 
should be physically and economically accessible to all (OHCHR, 2000; UNFPA, 2017). 
Distance to services, family poverty, cost of transportation and the material 
requirements necessary for birthing with SBA are commonly cited obstacles to access to 
health services in other developing countries, such as neighbouring Papua New Guinea 
(Andrew et al., 2015; Kamblijambi, 2015). In addition, international research and reports 
also cite the lack of transport and poverty as contributing to a reduced demand for SBA 
services throughout low and middle income countries (Afulani, 2015; Budhathoki et al., 
2017; Grepin & Klugman, 2012; Jeyashree, Kathirvel, Trusty & Singh., 2018; WHO, 
2015a). The data from this study illustrates the extent to which these issues pose 
incontrovertible barriers to women’s access to health care facilities in Timor-Leste. 
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Ambulances improve women’s access to SBA. One successful approach from 
the MoH included the utilisation of the ambulance, in this case both stakeholders and the 
women acknowledged the valuable role of the ambulance in connecting the women to 
midwives or other SBA. Alternatively, the ambulance could transfer women to higher 
level services. Some stakeholders noted that often the ambulance was unavailable 
because of necessary maintenance or a lack of petrol. Research in Timor-Leste 
conducted by Price et al. (2016) indicated that frequently the ambulance was unavailable 
and therefore could not connect Timorese with health services. In addition, although 
ambulances and SBA are available, the roads may be impassable, distance too far for 
timely care, and as stated costs may be prohibitive. The ambulance staff may not have 
the equipment or knowledge to manage an obstetric emergency 
If ambulances are not available, this contributes to maternal death. International 
research indicates that the lack of emergency transport is a major factor contributing to 
global maternal mortality (Bryan et al., 2017; Dennis & Pullen, 2015; Godefay, Kinsman, 
Admasu, Byass, 2016; Knight, Self, & Kennedy, 2011; Schoon, 2013; Tayler-Smith, 
2013). Consequently, demand for ambulance services in developing countries is growing 
(Lee et al., 2018), providing challenges to the provision of economically viable and 
effective services in low resource countries (Stanford University, 2016). A variety of 
modes of emergency transport have been trialled and evaluated in Tanzania (Bryan et 
al., 2017), in Burundi (Tayler-Smith et al., 2013) and South Africa (Schoon, 2013) and 
have been found to reduce maternal mortality.  
6.4.2 Availability 
This component of availability of SBA services relates to the provision of an 
adequate number of health services to the population, with goods and programs 
including essential drugs available to the public (OHCHR, 2000; UNFPA, 2017). 
Government policy is helping to drive change and encourages demand for SBA. 
For example, health promotion was a core strategy used at the antenatal clinics. SISCa 
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and Saude Na Familia programs pushed the imperative of SBA care into communities. 
The stakeholders recognised that health promotion was a key strategy used to increase 
demand for SBA services. When stakeholders provided health promotion, they were also 
embracing a certain rationale for this health care strategy, which was that when 
information is provided to people, this develops their health literacy. Health literacy is 
defined as “the degree to which individuals have the capacity to obtain, process and 
understand basic health information and services needed to make appropriate health 
decisions” (Nutbeam, 2008, p. 2073). Health literacy includes components of informed 
decision-making, an understanding of patients’ rights and also an understanding of how 
to navigate health care systems (Kanj & Mitic, 2009). Research from other countries 
suggests that building health literacy contributed to personal health care, more decision-
making and further participation in broader community debates and planning (Budhathoki 
et al., 2017; Henna & Bo, 2017; Nutbeam, 2000). When women become informed 
consumers of health care then they can make decisions and take responsibility for their 
own actions (Renfrew et al., 2014). 
A number of stakeholders emphasised the importance of sharing information and 
building stronger relationships with the women. One way that this could be done was 
through the use of mobile phone technologies. For instance, as mentioned in the data, 
one NGO, Health Alliance International (HAI) were using an antenatal health promotion 
program called the Liga Inan program. This program entailed the use of mobile phone 
technologies to promote more communication between midwives and the women. The 
program was successful in encouraging more women to attend ANC and SBA services 
(Dyer, 2015; HAI, 2016). Overall, systematic literature reviews of mobile phone 
technologies used in health programs in developing countries have found evidence that 
this is an effective communication medium (Colaci, Chaudhri, Vasan, 2016; Watterson, 
Walsh & Makeda, 2015). Mobile phone technologies have been successful in improving 
ANC attendance in countries such as Zanzibar and Ghana (Amoah, Anto, Osei, 
Pieterson & Crimi, 2016; Lund et al., 2014). 
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Limited opening hours and a number of closed health posts meant reduced 
availability of SBA services. Early policy initiatives aimed to extend the scope of health 
services by placing HP into rural communities. The data from this research indicated that 
the stakeholders were particularly concerned about the reduced hours of opening at 
clinics, with many CHC and HP opening at 8.30 am and closing by 12.00 pm. Those 
stakeholders living in Dili expressed frustration with the lack of governance and 
regulation of health staff who were absent from clinics as a result of these limited 
operating hours. The issue of early closure of clinics was noted in previous research 
conducted by Price et al, (2016) and Asante et al, (2011). Early closure of clinics 
appeared to be a practice that is outside standard guidelines and expectations. The 
prevalence of this practice would indicate a lack of political will and/or resources to enact 
a comprehensive regulatory framework, which could monitor and enforce basic 
standards of health professional practice. In addition, many HP were closed because of 
the lack of infrastructure, resources and staff. Clearly limited opening hours reduced the 
women’s access to SBA and also decreased their confidence in the availability of health 
services.  
There is a lack of availability of SBA staff, drugs and medical resources. 
The stakeholders were particularly emphatic and frustrated about the inadequate 
facilities, such as the lack of power and water, lack of basic equipment such as scales, 
thermometers and sphygmomanometers. The stakeholders also commented on drug 
shortages, or stock outs of common drugs such as iron tablets, scabies treatment and 
contraceptive devices. This lack of availability of resources reduced caregivers’ capacity 
to deliver basic health care. Likewise, the lack of infrastructure (power and water), meant 
health facilities and hospitals could not be kept clean, nor were women offered a basic 
amenity such as water in which to wash or potable water to drink. These findings in this 
research correlate with reports cited in Chapter Two (Asante et al., 2014; Buchan & 
Weller, 2012; MoH, 2016; Quintão, 2018; Smitz et al., 2016; World Bank and OPM, 
2015; Zwi et al., 2015) and obviously continue to be an ongoing issue.  
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Lack of staff, inadequate infrastructure and medical resources are common 
barriers to woman’s access to SBA care in many low and middle income countries 
(Homer et al., 2018: Srivastava et al., 2015; Srivastava et al, 2015; UNICEF, 2014). The 
international literature suggests that reduced hours of operation, poor condition of 
services, lack of trained SBA staff and lack of medical resources to facilitate clinical care 
all serve to discourage the women and their families from attempting to access SBA 
services (Bohren et al., 2014; Srivastava et al., 2015; Tuncalp et al., 2015). The 
fundamental issue impacting upon the provision of maternity services in Timor-Leste 
stems from the lack of funding for maternity services and the inadequate number of SBA. 
This was particularly evident in rural areas. The findings from this research clearly 
identify how these conditions act to dissuade rural families from choosing to seek out 
maternity birthing services. 
6.4.3 Acceptability of services 
Even if SBA services are available and accessible, they may not be acceptable to 
the woman or her family. The acceptability of services is determined by the capacity of 
service providers to respond to the specific cultural needs of the entire community 
(including minority and indigenous groups), in a respectful and ethical manner (Homer et 
al., 2018; OHCHR, 2000; UNFPA, 2017). Both stakeholders and women identified the 
need for SBA to provide care that was culturally congruent and it was evident from the 
data that in many cases this type of care was not provided to the women. 
Both the women and stakeholders identified that the women were shy 
about using SBA services. These women were modest, unfamiliar with health services 
and medical procedures and sometimes intimidated by staff, uncomfortable to be alone, 
semi-naked in labour and birthing among a group of SBA who might be critical or 
unsympathetic. The women’s shyness was exacerbated by the lack of privacy at health 
facilities. Particularly the women were very concerned about the lack of privacy, whilst 
some stakeholders also acknowledged that it was a significant factor, which contributed 
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to the women’s discomfiture. A lack of privacy in the health care facilities in Timor-Leste 
is also recognised in the literature (HAI, 2015; Price et al., 2016; Wild, 2009; Zwi et al., 
2015). Other international studies similarly identify the lack of privacy as a key and 
relatively widespread problem for women accessing SBA services (Rosen et al., 2015; 
Srivastava et al., 2015). For instance, one study based upon data from six countries in 
Eastern and Southern Africa found only half the women were covered or able to birth in 
some privacy. The remainder birthed in shared rooms with no screens separating the 
women (Rosen et al., 2015).  
The lack of privacy embarrasses the women, contributes to their perceptions of 
poor quality, disrespectful care and discourages them from attending health facilities 
(Bohren et al., 2015; Bohren et al., 2014; Tuncalp et al., 2015). This evidence is 
confirmed by a qualitative analysis from 32 countries (Shakibazedeh et al., 2018), 
whereby the women identified the provision of privacy and confidentiality, in addition to 
catering for the woman’s dignity, providing information and the conditions for informed 
consent as key components of respectful maternity care (Shakibazedeh et al., 2018).  
Another issue resulting from the lack of privacy and shared birthing rooms was 
that there may be no facility for the woman’s family, particularly the husband or an elder 
female relative to offer support to the woman during labour and birth. Both the women 
and stakeholders commented on the woman’s preference for their husband’s support 
during labour and birth. In addition, the husband’s or family support was cited by women 
as one of the advantages of a birth at home. The women’s preference for support from 
their husband or other family is also noted in other literature pertaining to Timor-Leste 
(Wild et al., 2010).  
Continuous social support for a woman during the labour and birth improves 
women’s satisfaction and birth outcomes (Bohren et al., 2017). Components of 
continuous support include emotional support, provided through a continuous presence, 
comforting and encouragement, help with coping and the provision of comfort measures, 
such as a massage or shower. In addition, social support entails encouraging mobility 
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and changes of position, ensuring the woman is taking fluids and also providing 
advocacy, that is, speaking up for the needs of the women (Bohren et al., 2017). Based 
on international evidence, WHO recommends that women have a continuous companion 
to provide emotional support during the labour and birth (Tuncalp et al., 2015). This is 
because the women labour more quickly, manage their pain more effectively and need 
less medical intervention (Bohren et al., 2017).  
The poverty/lack of privacy nexus amplified women’s shame and 
humiliation. This research highlights the nexus between poverty and the lack of privacy 
provided for the women. Many women in this research were particularly emphatic about 
the implications of the lack of privacy, which served to emphasise the women’s particular 
socio-economic circumstances, making these conditions public to all. A few stakeholders 
also noted this nexus, however, overall they appeared to be less concerned about this. 
Perhaps stakeholders were more accepting or resigned to the situation and had become 
de-sensitised to the women’s situation.  
One of the issues is that family poverty meant that some women were unable to 
provide the basic materials, such as cloth or wrappings for the baby, fresh clothes and 
sanitary pads for themselves as required for a facility-based birth. The lack of privacy 
made the women’s circumstances more public. This also applied to women from other 
marginalised or socially stigmatised groups, such as unmarried or very young mothers 
who were reticent to be exposed to the gaze (and gossip) of multiple staff members and 
perhaps even members of the public. The consequences for the woman meant that in 
the absence of linen or covers she was left uncovered, possibly naked, or lying in blood 
soaked clothing in a birthing area and exposed to the gaze or scrutiny of a number of 
people who might be unsympathetic to her situation.  
Another aspect of this uncomfortable and shameful experience is that the 
women’s discomfort can potentially impact upon the progress of their labour. The 
woman’s birth environment does affect birthing outcomes and her ability to care for her 
newborn (FIGO, 2014; Dixon, 2011; Foureur et al., 2010). Women must be comfortable 
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in the birthing space to ensure they achieve the most positive birthing outcomes. When 
women are fearful or uncomfortable in labour then they will release catecholamines, the 
hormones of flight and fight, or the fear cascade (Baddock, 2015; Foureur et al., 2010). 
These hormones have a deleterious impact upon a labour by inhibiting strong 
coordinated uterine contractions. As a result, the labour progresses slowly or ineffectively 
and the fetus can become distressed (Baddock, 2015; Dixon, 2011; Foureur et al., 2010).  
Unfortunately, many women may be subject to these embarrassing and 
humiliating experiences because up to 50% of Timorese families live below the poverty 
line (Inder et al., 2014; Rosser & Bremner, 2015). This is worse in rural areas (Inder et 
al., 2014; UNDP, 2016). A study based in Gujarat, India similarly demonstrates that lower 
class poor women utilised SBA services less often than other women (Saxena, Vangani, 
Mavalanka, & Thomsen, 2013). This trend is also apparent in higher income countries, 
for example a qualitative Australian study found that women from socially disadvantaged 
groups were less likely to engage with care providers, or participate in decision making 
about their care (Ebert, Bellchambers, Ferguson, & Browne, 2014). Both the women and 
stakeholders in Timor-Leste identified a lack of privacy for birthing, which is a violation of 
international benchmarks of respectful and acceptable SBA care (FIGO, 2014; 
Shakibazedeh et al., 2018; WHO, 2018). This study highlights the direct consequence of 
the women’s poverty, and the extent to which poverty mediates the woman’s experience 
of using SBA. The results from this research emphasise the factors that constitute 
privacy and the extent of the effect of these factors on women in Timor-Leste. 
The women said there were too many midwives or other SBA providing 
care to the women at the one time. This included when the women attended an 
antenatal clinic and during labour and birth care. When there were multiple care-givers, 
the women were not able to develop a rapport with a particular staff member. As a result, 
the woman were less likely to trust the service provider or reveal personal details and 
concerns which could prove important for her care. A consequence of this was 
demonstrated when one of the women in the study commented that when using 
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government ANC services, it was not possible to share personal information, because of 
the lack of confidentiality. 
The other issue with multiple care-givers, or what is described in the literature as 
fragmented care (Coyle et al., 2001; Kitzinger, 1992), is that it is potentially dangerous 
for women. This is because important changes in the pregnancy and/or processes of the 
labour could be missed as the women and her carer(s) do not know each other. In this 
instance, the women may not feel comfortable about discussing their concerns and care 
becomes impersonal. Fragmented care is also inefficient and results in deskilling of the 
health professional (Coyle et al., 2001). These findings highlight the extent of the effect 
of multi caregivers for women in Timor-Leste. 
Many women in this research expressed a desire to develop a stronger 
relationship with midwives and identified that, where possible, they wanted care 
from one caregiver, preferably a woman. Women commented upon the attributes they 
sought in a relationship with midwives or other SBA. These attributes included open and 
respectful communication from caregivers that would encourage mutual dialogue and set 
the foundations for building the women’s trust and confidence in the goodwill and 
competence of professional SBA caregivers. The women identified that this type of 
relationship would be best developed on a one to one basis between the woman and one 
SBA caregiver. This thinking concurs with the literature, which confirms that when a 
midwife at antenatal clinics or during childbirth provides one to one care, then the women 
have more opportunities to develop rapport and a trusting relationship (Eckermann et al., 
2006; Pairman & McAra-Couper, 2015; Phiri et al., 2010). In addition, maternity care 
provided by a minimum of caregivers is consistent with cultural safety approaches to the 
provision of respectful care during pregnancy and childbirth (Shakibazadeh et al., 2018; 
Srivastava et al., 2015; Tuncalp et al., 2015).  
Timorese women’s needs, therefore, were similar to women in western settings 
who also appreciate individualised, one to one care led by a midwife. One to one care 
has been demonstrated to improve birth outcomes for all mothers and babies especially  
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women in marginalised groups (Forster et al., 2016; Hodnett et al., 2011; Kennedy et al., 
2010, McLachlan et al., 2012; Phiri et al., 2010; Sandall et al., 2016). In fact, the quality 
of the relationship between midwives and women may ameliorate other deficits or 
concerns with care. For example, one American study conducted among low income 
African Americans found that the women wanted continuity of care, personal connection, 
caring and respect from care providers (Edmonds, Mogul & Shea, 2015). These authors 
noted that relationship-centred maternity care models may even mitigate other disparities 
in the perceptions of care provided (Edmonds et al., 2015).  
Both women and the stakeholders identified examples of positive 
interpersonal communication (exemplars). Both groups emphasised good 
communication as key to developing the relationship between the women and the SBA. 
A number of the women drew on their experiences of care provision to identify exemplars 
of communication and the relationship they sought from the midwives. These aspects 
included open communication, a mutually respectful and calm relationship with 
opportunities provided for questions. These attributes of good communication are 
identified in the literature (O’Toole, 2016; Pairman & McAra-Couper, 2015) and 
demonstrate a person-centred approach, which enabled the women to develop 
confidence, share information and report on changes that may be significant. This meant 
that midwives were able to provide targeted, personalised explanations, information and 
advice. The data supports the principle that where women experienced good 
communication they demonstrated satisfaction with the service and commonly said they 
would return to these services.  
A few stakeholders acknowledged the importance of providing women with 
individualised health counselling. In addition, these stakeholders recognised that 
sometimes these women were intimidated and lacked confidence and therefore it was 
important the women were treated respectfully. This is confirmed in the literature which 
notes that women from vulnerable and marginalised groups may feel particularly 
disempowered in healthcare settings (Kruske, Kildea, & Barclay, 2006). International 
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policy guidelines also advocate for individualised care to be offered at all times rather 
than simply following a routine practice. Such guidelines suggest that effective and 
personal care of the women should be provided in a friendly, accessible and non-
threatening manner. Information should focus on the individual needs of the women and 
enable the women to make informed decisions and choices (Chalmers Mangiaterra, & 
Porter, 2001; Taylor, 2016; Page, 2004; Robertson-Malt & Chapman, 2015; 
Shakibazadeh et al., 2018).  
Good quality communication therefore, is the cornerstone to developing a trust 
relationship between health care providers and their clients (O’Toole, 2016). When 
communication in healthcare is person-centred, this facilitates empowerment of the 
other, allowing them more control and participation in their own health care. These type 
of interactions also build health literacy (Robertson-Malt & Chapman, 2015). This is 
demonstrated in international benchmarks which denote women’s satisfaction with their 
interpersonal relationship with SBA as a key determinant of their overall satisfaction with 
SBA services (Bohren et al., 2014; Britton, 2012; Clark et al., 2015; Goberna-Tricas, 
Banús-Giménez, Palacio-Tauste & Linares-Sancho, 2011; Jenkins et al., 2014; 
Srivastava et al., 2015).  
Both women and stakeholder groups identified poor examples of 
communication with midwives. The women said they wanted the midwives to speak 
nicely to them, to be kind and to provide more information. A number of stakeholders 
also commented upon the stakeholders’ lack of interest in taking a history from the 
women. This lack of communication meant that valuable opportunities to share 
knowledge, information and advice were lost. Poor communication between caregiver 
and client also acts as a barrier to clinical assessment and effective service provision 
(Gizar & Davidhizar, 2004; Taylor, Nicolle & Maquire, 2013). In other countries poor 
interpersonal communication is identified as a key factor which acts to discourage 
women from using SBA (Anastasi et al., 2015; Rosen et al., 2015).  
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In fact, the women and stakeholders actually spoke about abusive 
communication and mistreatment of women by SBA. This was identified from the 
women’s comments about their experience of the midwives being angry, critical and 
shouting at them. Stakeholders also commented about instances of midwives screaming 
or shouting at the women. The women’s stories and experiences of poor disrespectful 
care align with previous research and reports on health service provision in Timor-Leste 
(Price et al., 2016; Zwi et al., 2009). Evidence from this study suggests abusive 
communication continues to occur which, in line with earlier studies in Timor-Leste (Price 
et al., 2016; Zwi et al., 2009), and discourages the women in Timor-Leste from using 
maternity care services. There are many examples of mistreatment of women also cited 
in the international literature (Bohren et al., 2014; Bowser & Hill, 2010; Chadwick, 
Cooper, & Harries, 2014; Filby et al., 2016; Homer et al., 2018; Jewkes & Penn-Kekana, 
2015: Rosen et al., 2015; Tuncalp et al., 2015; UNFPA, 2014).  
The disrespectful communication and mistreatment of women that is reported in 
this and earlier Timor-Leste health care data (Price et al., 2016; Zwi et al., 2009), could 
be because of a power differential between relatively higher status professionals and the 
low status of poor Timorese women. This is because in some cultures, people from 
higher and lower status relate differently to each other. For example, in collectivist 
societies such as China, India and Timor-Leste high status confers considerable social 
power whilst the poor have little power (Carbines, Lim & Mortensen, 2015). Typically, in 
these cultures, powerful people will and do express arrogance and openly demonstrate 
their rank. People with lesser status exhibit humility and accept disrespectful behaviour 
from elite and powerful individuals (Carbines et al., 2015).  
The relative disparities in social status and power may be played out between the 
SBA staff and the women in Timor-Leste because these professional staff often 
represent a different socio-cultural group. Whilst many Timorese are poor, illiterate and 
socially marginalised, the SBA professionals are educated and represent authoritative 
institutions such as government or professional medical services. For example, one 
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stakeholder commented upon how rural women’s perceptions of their lower status meant 
they were not confident to question or speak to health professionals. It is already noted in 
the broader literature that women’s social status and cultural identity influences their 
confidence and comfort level in communicating with health professionals (Kruske et al., 
2010; Phiri et al., 2010; Ramsden, 2002). It is also recognised in the literature that 
generally poor women of low social status face greater discrimination in meeting their 
basic needs (Kabeer, 2005).  
The impact of poverty and low social status is developed in the theoretical 
perspectives of intersectionality discussed in Chapter Three. There it is argued that the 
combination of poverty and low social status are a particular category of social exclusion 
and diminish a person’s cultural identify, self-respect and self-efficacy (Kabeer, 2005). 
This potential for the discrimination of women who are poor or from other marginalised 
groups, is recognised in international professional position statements. For example, the 
Federation International Gynaecologists and Obstetricians (FIGO) note that: 
Every woman has the right to be treated with dignity and respect by 
facility staff regardless of background, health or social status, this 
includes, but is not limited to, women who are young, older, single, 
poor, uneducated, HIV+, or a minority in her community (FIGO, 2014, 
1). 
The literature suggests that this type of discrimination is an alienating experience 
for those who are recipients of it (Simons Houkes, Koster, Groffen, & Bosma, 2018). In 
addition, it is possible that the women were experiencing discrimination because 
stakeholders believed they were in some way deliberately non-compliant with the policy 
and expectations of the MoH and stakeholders. The woman or her family may be blamed 
for not attending SBA services even though the barriers to access are well documented. 
This blaming behaviour is at odds with the philosophical model of social medicine that is 
integrated into the medical education of Timorese doctors (Anderson, 2010). A social 
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model of medicine is philosophically orientated to primary health care, with principles of 
social inclusion and the empowerment of individuals and communities. These principles 
are designed to increase the acceptability and uptake of health care services (Anderson, 
2010).  
Another impediment to good communication is the fact that medical health care 
tends to be provided by national and international staff who speak a variety of languages. 
Previous studies in Timor-Leste note that medical stakeholders from multiple nationalities 
provide care in a range of languages, including Spanish, English and Tetum (Zwi et al., 
2009). SBA staff may not share a common language with each other. The women, on the 
other hand, may only speak a number of indigenous languages, including Tetum. Since 
not all care providers speak Tetum, many SBA staff do not share a common language 
with their clients. Hence, even basic communication between stakeholders and between 
stakeholders and women is problematic (Asante et al., 2011; Zwi et al., 2009). When 
stakeholders have limited language skills this results in health promotion and other basic 
communication that does not meet the needs of women and could be considered 
culturally unsafe.  
Cultural safety frameworks acknowledge the influence of broader structural 
frameworks upon individuals and cultural groups (Williamson & Harrison, 2010). For 
example, cultural safety approaches may challenge personal, professional, institutional 
and social issues and structures that serve to diminish or disempower the cultural identity 
or well-being of an individual (Phiri et al., 2010). The lack of privacy, multiple caregivers 
and poor or abusive communication identified by the women and stakeholders in this 
research are disempowering processes (Kabeer, 2005), which take away the woman’s 
ability to define her own needs or to control her own experiences (Pairman & McAra-
Couper, 2015). These processes, therefore, comprise culturally unsafe services (Bohren 
et al., 2015; Bowser & Hill, 2010; Shakibazadeh et al., 2018; Srivastava et al., 2015; 
Tuncalp et al., 2015). This research adds more detail to what the women identify as 
respectful, culturally acceptable care during pregnancy and childbirth in Timor-Leste.  
259 
 
6.4.4 Quality of Services 
The quality of services refers to the standards of the health care facilities, 
infrastructure, essential supplies, basic equipment, drugs and skilled staff. Both the 
condition of services and the provision of care should be based upon international 
evidence based standards (OHCHR, 2000; Homer et al, 2018). Some women 
expressed their appreciation of the advice, medical supplies and clinical service 
provided by some midwives and SBA. The women described a range of caring 
practices which they found reassuring and acceptable. These included the combined 
attributes of a relationship, advice, distribution of goods such as iron tablets, checking 
the condition of the baby and advice and support during the labour and birth. Some 
women expressed confidence in the clinical competency of staff and their capacity to 
respond to potentially problematic or emergency situations. In addition, the women had 
an expectation that the midwives and SBA would be able to provide emergency obstetric 
care.  
The attributes of care that satisfied the women are similar to those identified in 
the international literature. For example, Srivastava et al. (2015) identified both structural 
and interpersonal elements of SBA care that contributed to women’s satisfaction with 
SBA services. These characteristics included the provision of a clean and private 
environment, the availability of medicine, supplies and competent staff and the provision 
of information and emotional support. Other issues such as the accessibility of services 
and also the healthy outcomes for the mother and baby also contributed to the women’s 
satisfaction (Srivastava et al., 2015). In related research, it is noted that the women 
appreciated prompt referral and resources available at relatively low cost to the family 
(Jenkins et al., 2014; Srivastava et al., 2015). 
Both the stakeholders and to a lesser extent the women expressed 
significant concerns about the quality of SBA services. Despite Timor-Leste’s strong 
policy, setting standards for the provision of maternity care, there were a number of 
concerns cited that related to the quality of services, including poor infrastructure, lack of 
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cleanliness and general amenity, poor management, regulation, education and 
competency of SBA staff.  
Many of the stakeholders based in Dili identified a lack of policy action from the 
MoH as a key problem that contributed to these issues. Outstanding issues included the 
inadequate educational preparation of SBA (both medical and midwifery staff), which 
was compounded by the lack of mentoring of newly graduated staff and the limited 
opportunities for ongoing professional development and training. There was a lack of 
regulatory frameworks providing standards to support professional practice. In addition, 
there were no mechanisms to monitor professional practice or to instigate disciplinary 
processes for unprofessional or unsafe practice. As far as the stakeholders were 
concerned, these issues were evident in the outcome, which was the provision of poor 
quality care.  
The severe shortage of emergency obstetric care skills and services among 
medical and midwifery staff, was noted both by stakeholders in this research and in 
earlier reports from Timor-Leste (MoH, 2016; Price et al., 2017; Zwi et al., 2015). In 
2018, UNFPA and other international partners began to implement an intensive 
BEmONC training program which will eventually upskill some SBA staff in all districts of 
Timor-Leste (Personal communication, R. Larsens, Country Manager, UNFPA, 
21/9/2018). The program also intends to follow through with the provision of medical 
equipment and resources at designated health care facilities to enable staff to provide 
BEmONC services. These interventions will help address the deficits that have been 
identified in this research (MoH, 2016; Zwi et al., 2015). However, whilst emergency 
obstetric treatment for women and babies must be accessible and available to women, 
the emergency management of obstetric complications is only one component of the 
overall scope and contribution of midwifery practice to women and children’s health as 
outlined below.  
Midwives provide emergency services; however, midwifery education and 
practice should also be focused upon supporting the women’s normal reproductive 
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processes, in addition to infant feeding and parenting. Support of these processes 
provides benefits to the whole community (Renfrew et al., 2016). These normal 
processes of pregnancy and childbirth are facilitated when midwives provide information 
and supportive care that strengthens the women’s understanding, confidence and 
decision-making (Page, 2000; Renfrew et al., 2014). Other advice and support provided 
by midwives includes information about reproductive health, including sexually 
transmitted infections, urinary continence, family planning, advice and support to women 
experiencing family violence or substance abuse. Therefore, midwives perform a vital 
public health role and promote positive public health outcomes for all (Renfrew et al., 
2014; Sandall et al., 2016). 
One of the problems is that many low and middle income countries do not invest 
enough into the midwifery profession (Filby et al., 2016). This is attributed to broader 
gender inequity and discrimination toward female dominated professions (Filby et al., 
2016; UNFPA, 2014b). In many countries, a lack of quality midwifery education is 
compounded by weak or non-existent regulation of the profession, inadequate staffing, 
and lack of affordable transport and ineffective management of health services (Filby et 
al., 2016; Homer et al., 2018). Issues of gender inequity also translate into midwives 
experiencing low social status, inadequate pay, lack of respect and recognition for the 
work they perform (Brodie, 2013). UNFPA’s report on the State of the World’s Midwifery 
(2014) noted that “progress is required on the identity, status and salaries of midwives, 
removing gender discrimination and addressing the lack of political attention to issues 
which only affect women” (UNFPA, 2014b, p. iv). 
Midwives in Timor-Leste may be working in unsafe conditions. Many midwives 
from all three districts involved in the study confirmed that there were circumstances 
when they were at risk of physical attack from men. For example, the midwives said that 
if they provided a woman with family planning services without the husband’s permission 
then there was a risk that he may return to the clinic and threaten them with violence. 
Although apparently uncommon, instances of when this had happened were referred to. 
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Whilst this commentary demonstrated the socially accepted validity of men’s rights over 
their wives’ fertility, it also acknowledged the reality of the potential threat of violence to 
the woman and also the midwives and other SBA. It is noted in the literature, that poor 
and unsafe working conditions contribute to poor quality midwifery care in many 
countries (Filby et al., 2016; Homer et al., 2018; UNFPA, 2014b). These working 
conditions can contribute to disenfranchised, frustrated or unhappy staff, which can 
manifest in poor staff attitudes (Bowser & Hill, 2010; Filby et al., 2016).  
More broadly, poor quality maternity care is a common problem in low and 
middle-income countries (Campbell et al., 2016; Homer et al., 2018; Koblinski et al., 
2016; Tuncalp et al., 2015). In these countries, health services may be unhygienic, dirty 
and culturally unsafe facilities, lacking resources, and staffed by incompetent, unskilled 
SBA who are sometimes harsh or discriminatory towards the women and their families in 
their care. These issues all contribute to women’s lack of satisfaction and reduced 
demand for these services (Afulani, 2015; Akachi & Kruk, 2017; Bohen et al., 2015; 
Metcalfe & Adego, 2013; Moyer et al., 2014; Sarkar, Bunders-Aelen, Criel, 2018; 
Srivastava et al., 2015; Tuncalp et al., 2015; WHO, 2015a).  
Consequently, the international commentary on unacceptably high global 
maternal mortality continues to emphasise the need for strong national government 
policy from low and middle income countries (Koblinski et al., 2016; Kruk et al., 2017). 
For example, Kruk et al. (2017) note a need for governments to improve health-care and 
evaluate the effects of these improvements. In addition, Koblinski et al. (2016) argue for 
a combined approach from national and local governments with support from 
development partners, civil society, and the private sector to provide integrated programs 
that improve maternal and perinatal health. This requires the development of appropriate 
policy, legislation and apportioning the funds needed to address the multiple factors 
impacting upon women’s access and the quality of maternal health care services 
(Koblinski et al. 2016).  
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Currently in Timor-Leste, it appears there is limited capacity to enforce maternal 
health care policy with strong governance and regulatory frameworks. In addition, there 
is very limited allocation of budgetary resources dedicated to the health care system, and 
maternal health in particular. The lack of funding impedes the success of the MoH’s 
current overall policy approaches. Being a poor country, in the 2017 State Budget, the 
Timor-Leste government reduced the money allocated to maternal health from 395,700 
USD to 117,000 USD (UN Women, 2016). Clearly, this modest budget impacts upon the 
capacity of health professionals to provide quality SBA services in Timor-Leste. 
The lack of funding allocated to maternal health occurs despite numerous 
international conventions, which hold countries to account for their maternity and 
reproductive health care. International human rights law noted in Chapter Two, solicits a 
fundamental commitment from states to enable women to survive pregnancy and 
childbirth as part of their enjoyment of sexual and reproductive health rights (Pillay, 2013; 
Yamin & Cantor, 2014). In these contexts, international commentators emphasise that 
the State as duty bearer has a responsibility to provide basic essential services 
contributing to a reduction of maternal mortality and morbidity. These include, enhancing 
the status of women, ensuring sexual and reproductive health rights, strengthening 
health systems, improving monitoring and evaluation and reducing maternal mortality 
and morbidity (Grepin & Klugmann, 2013; OHCHR, 2000; Pillay,2013). This will be hard 
to achieve considering that funding to maternal health has been reduced. 
The provision of quality maternity care service requires a combination of skilled 
staff with the resources and facilities to treat or refer women experiencing complications 
in pregnancy and childbirth. Referral processes need to be efficient and the point of 
referral able to offer timely, competent and effective midwifery and obstetric care (De 
Brouwere & Van Lerberghe, 2001; Grahme et al., 2001; Koblinski & Campell, 2003; 
Thaddeus & Maine, 1994). Where there is a lack of availability and quality SBA services, 
untimely referral processes and poor quality services at the point of referral there will 
continue to be higher rates of maternal mortality. 
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Both women and stakeholders spoke about the influence of previous 
experiences upon women’s decision-making. In this context, it was clear that women 
were exercising their own agency in that their personal experiences mediated the future 
decisions and active choices the women made. As identified in the data, in many cases 
the women’s positive experience of SBA care, both urban and rural, encouraged them to 
return to SBA for future pregnancies and births. Overall, this is supported in the literature, 
which suggests that when women experience acceptable and quality professional care 
and services they were more likely to choose to return to these services (Bohen et al., 
2015; Grepin & Klugman, 2013; Shakibazadeh et al., 2018; Srivastava et al., 2015).  
Conversely, the women’s poor experiences of care discouraged them from 
returning to SBA services. There were a number of instances in this research where the 
women demonstrated that when they perceived poor care, they did not return to the SBA 
services. Despite the influence of husbands and family, some women in this research did 
exercise considerable agency and influence in the decisions made about their place of 
birth. This pattern is also identified in the literature, in that where women are dissatisfied 
with services then they do not return to these services (Grepin & Klugman, 2013; Rosen 
et al., 2015; Tuncalp et al., 2015). This highlights the agency of the women and their 
choices and decision-making about place of birth (Sarkar et al., 2018).  
6.4.5 Antecedents: key elements of the Timorese history and traditions  
The Antecedents comprise the everyday circumstances of Timorese life, which provide 
the contexts to the choices and decisions made by the women and their families. 
Stakeholders tended to explain the low uptake of SBA in terms of a lack of the 
women’s/family’s compliance, blaming the influence of the traditional beliefs and 
practices. These stakeholders instead were more focused on their own objectives and 
priorities, which included encouraging the women to attend healthcare services for SBA. 
Amidst their main concerns, immediate tasks and frustrations, some appeared to be less 
empathetic to the women’s difficulties of access and use of SBA services.  
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The stakeholders used health promotion to raise people’s levels of health literacy; 
and their demand for services. This strategy is acknowledged in the literature (Nutbeam, 
2000). However, there were tensions between the health promotional messages 
provided to the women and the women’s capacity to follow through on the information or 
advice. This was demonstrated in the following example, which highlights the 
stakeholders’ concerns about the contribution of food taboos to the women’s anaemia 
and malnutrition. One of the key health promotion messages during the antenatal 
consultation was to educate the women about good nutrition during pregnancy. The 
women too were concerned about improving their nutrition and they likewise wanted 
more information, however, they also acknowledged that sometimes they had limited 
food choices. This was because even though they might grow nutritious food, or tend 
chickens in their gardens, they frequently needed to sell the eggs, chickens and 
vegetables in exchange for precious cash. The women knew their food was good and 
nutritious because they were able to sell their food to people who could afford to buy it. 
Therefore, it was apparent that in this instance, for these poor women the provision of 
information was not enough to improve their nutrition.  
Academics have argued that strategies of health promotion which focus upon 
individual responsibility whilst ignoring the structural constraints in which people live, 
place these people at risk of being victim blamed (Whitely, 2018). The practice of victim 
blaming is counterproductive and ignores the research, which clearly identifies that 
health outcomes are also determined by structural factors (CSDH, 2008; Marmott, 2015; 
Marmott, Friel, Bell, Houweling, & Taylor, 2008). There is no doubt the information 
provided was helpful for many women and their families. However, it was also apparent 
that simply improving women’s knowledge of nutrition and good food choices did not 
necessarily convert into the women having more or better food choices. A different 
strategy may be required. 
Another contentious traditional practice cited by the stakeholders was the men’s 
authority and the shared intergenerational decision-making. Notions of shared decision-
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making are antithetical to western perceptions of autonomy and agency, but are less so 
in other collectivist societies (Carbines, Lim & Mortensen, 2015). As discussed in the 
literature, individual agency and self-determination are standard expectations in the west 
and form the basis of ethical paradigms involving issues of informed consent, individual 
autonomy and confidentiality in medical practice (Bowden & Mummery, 2009; McNay, 
2000; Meyers, 2004). Stakeholders recognised one critical consequence of shared and 
intergenerational decision-making was that the community as a whole must receive 
education about pregnancy, birth and other health related matters. This has huge 
implications in terms of increasing health promotion in Timor-Leste. Already a number of 
health promotion strategies are used in government and NGO programs to coordinate 
community volunteers, such as the Mother Support Groups. These community based 
action groups are also effective in increasing the coverage of maternal and newborn 
health interventions in other developing countries in Southern Asia, Latin America and 
Africa (Damtew et al., 2018; Fonseca-Becker, & Schenke-Yglesias, 2004; Jacobs et al., 
2018; Lewin et al., 2010; Prost et al., 2013). 
Some international programs also specifically target men’s attitudes, behaviours 
and decision-making about gender and reproductive health issues. In Timor-Leste, one 
report (Harrison, 2016), identifies gender transformative programs as having the greatest 
potential to effect change and improve utilisation of health services and health outcomes. 
Interestingly, in advocating a more holistic approach, Harrison (2016) notes that whilst 
the ongoing barriers to health care remain, for example, lack of roads, transport and the 
costs associated with use of health services, then programs promoting behavioural 
change will not necessarily affect patterns of use of SBA or maternal health outcomes in 
Timor-Leste.   
Other developing countries have utilised educational programs targeting men. 
Such programs do demonstrate improved or more equitable couple communication and 
shared decision-making. In addition, some programs have improved home care 
practices, gender equality and enhanced other maternal health outcomes (August, 
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Pembe, Mpembeni, Axemo, & Darj, 2016; Chattopadhyay, 2012; Comrie-Thomson et al., 
2015a; Comrie-Thomson et al., 2015b; Tokhi et al., 2018; Vouking, Evina, Tadenfok, 
2014). Some gaps, however, remain in terms of evaluating the effects of these programs 
on maternal and neonatal mortality and morbidity (Tokhi et al., 2018). 
Stakeholders focused on providing information that counteracted the 
traditions: tending to emphasise the harmful effects, in particular, related to place 
of birth. Both the women and stakeholder groups identified many traditional beliefs and 
practices, which continued to have a bearing upon family choices and practices. When 
the stakeholders spoke about the traditions, they were inclined to emphasise the more 
harmful traditions, such as the food taboos, birthing at home and the use of the fire and 
hot water in the post-partum period. Both stakeholders and the women noted that some 
of these practices, such as intergenerational decision-making and the antenatal food 
taboos, were less prevalent in urban settings. This was probably because many women 
and men in the urban areas had more access to education, employment and a variety of 
alternative contemporary discourses and opinions. It is important to emphasise, though, 
that the data demonstrates many traditions were still widespread in Dili, as evidenced by 
the Dili stakeholders’ comments about the women’s use of boiling water upon their 
sutured perineums after childbirth.  
The high rates of women birthing at home, particularly in the regional areas, was 
another controversial practice (GDS, 2018). As far as stakeholders were concerned, the 
women should comply with the MoH directives no matter what the difficulties of access or 
the condition of the services. A few stakeholders did acknowledge that distance was a 
problem for the women, but many did not. Whilst the stakeholders were adamant the 
women should birth at a health facility and not use the daya (and this is MoH policy), 
international perspectives and policy directions advocate for a different stance to the 
daya and other lay health workers.  
Where women have no access to SBA, WHO (2012; 2015a) is now 
recommending that mainstream health services work more closely with TBA (daya) and 
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other lay health workers. As discussed in the literature, past international policy 
approaches have led first to an integration and then to a marginalisation of the TBA 
(Bergstrom & Goodburn, 2001; Koblinski & Campbell, 2003; Koblinski et al., 2006). In 
some low resource countries this marginalisation has, unintentionally, reduced women’s 
access to SBA (Ahmed & Jakaria, 2009; Barclay et al., 2012; Chowdhury et al., 2006; 
Rishworth et al., 2016). Recent approaches from WHO now recommend lay health 
workers such as the TBA, have a more formal role within the broader health service 
infrastructure (WHO, 2012; 2015a). The revised strategy recognises that some women 
who are living in rural and remote villages do not have access to any form of antenatal 
and maternity care. There is ample evidence to support the recommendation that with 
education and support from formal health services, the TBA or other lay health workers 
can provide an effective intermediary or first line maternity service to women (Bryne & 
Morgan, 2011; Kang, 2016; Pyone et al., 2014; WHO, 2012; 2015a).  
Despite the MoH’s official position that women should not use the daya, there are 
examples of where the daya have been used to supplement mainstream healthcare 
services in Timor-Leste. One report following up on a pilot study (Sarmento, 2014), 
suggests that training provided to the daya in Timor-Leste, was associated with an 
increase in the daya’s knowledge, behaviours, advice to women and improved birth 
outcomes (Sarmento, 2014).  
There are many examples of successful interventions using TBA and other lay 
health workers from countries in Africa, Asia and Central America (Fonseca-Becker & 
Schenke-Yglesias, 2004; Hermandez, Bastos, Oliveira & Shirazian, 2017; Kang, 2016; 
Miller & Smith, 2017; Orya, Pyone, Wurie, van den Broek, Theobald, 2017; 
Pathmanathan et al., 2002; Pyone et al., 2014; Wilson et al., 2011). The results suggest 
these interventions were successful in providing safe birth support and culturally 
congruent services to women in their community, in addition to facilitating community 
referrals to medical services (Bryne & Morgan, 2011; Kang, 2016; Miller & Smith, 2017; 
Pyone et al., 2014; WHO, 2015a). These interventions also reduced neonatal mortality 
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(Bryne & Morgan, 2011; Kang, 2016; Wilson et al., 2011; WHO, 2012). Some of these 
programs integrate TBA into providing some services, such as interpreting, antenatal 
education, birth support and dispensing some ANC supplements (Miller & Smith, 2017; 
Pyone et al., 2014; WHO, 2012). One study based in Somaliland and Sierra Leone, 
identified that the TBAs were also able to use their cultural knowledge to help overcome 
community barriers to the acceptability of health service provision (Orya et al., 2017).  
However, amidst efforts to work more closely with TBA, there are reports of 
tensions and difficulties in facilitating closer relationships between SBA and TBA. This is 
because of instances of rivalry and negative attitudes between them (Miller and Smith, 
2017; Yousuf et al., 2010). Some TBA working in health programs encountered suspicion 
from families, and in addition, when TBA accompanied women to hospital, some hospital 
staff ignored their needs for food and accommodation (Miller & Smith, 2017). It is noted 
that if the TBA are to take up new roles, this will erode alternative opportunities for 
income, and so the TBA should be provided incentives, financial remuneration and in 
kind payments (Miller & Smith, 2017; Pyone et al., 2014). Very little is reported upon the 
women’s experiences of this strategy to integrate the TBA into mainstream services 
(Miller & Smith, 2017).  
Returning to the context of Timor-Leste, there would appear to be considerable 
tension, perhaps rivalry and contested power between the SBA and daya or TBA. In view 
of the strong evidence presented from other countries (of the benefits entailed in 
developing stronger links with TBA), this is a situation warranting further research to 
explore the reasons and possible solutions. However, it is also possible, that the MoH 
will not pursue policy to encourage closer communication and relationships between 
SBA and the daya (TBA).  
One solution adopted by some countries has been to develop another ancillary or 
lay health worker cadre to provide services to women in the community and act as the 
intermediary between the community and health services. For example, Ethiopia has 
trained and deployed over 38,000 female health extension workers (HEW) in villages to 
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act as environmental and health educators, providing some ANC, family planning and 
community referrals (Dantew, Chekagn, & Moges, 2016;). The HEW were also integrated 
into the village community leadership structures, which consolidated their authority in the 
community. This program has been recognised as instrumental in reducing the maternal 
and infant mortality in Ethiopia (Dantew, Chekagn, & Moges, 2016; Wang, Tesfaye, 
Gandham, Ramana, & Chekagn, 2016).  
Likewise, the use of lay community health workers have increased the uptake of 
SBA in Kenya (Adman et al., 2014). In addition, research conducted in New Guinea also 
reported that training of lay health workers improved their knowledge of complications of 
pregnancy; and has led to more timely community referrals during pregnancy and 
childbirth (Kamblijambi, 2015). Indeed, the success of various interventions using lay 
health workers in a range of low resource settings has led WHO to include the 
recommendation that lay health workers, in addition to TBA, be utilised to support the 
delivery of a range of interventions to improve women’s uptake of SBA services (WHO, 
2012; 2015a).  
The government and NGOs in Timor-Leste already utilise other lay health 
workers, such as the family health promoters (PSFs) and the mother support workers, 
who provide some ancillary service delivery and health promotion programs. These 
ancillary workers are largely volunteers and already work under the supervision of the 
MoH or other health promotion programs implemented by the NGOs. The ancillary lay 
health workers may not carry the culturally congruent knowledge of the daya but may be 
more acceptable to stakeholders and MoH personnel in Timor-Leste.   
It has been noted in the literature that during the process of superimposing 
biomedicine over traditional models of healthcare, traditional practices are sometimes 
blamed for contributing to the lack of demand for services (Jordon, 1990; Kruske & 
Barclay, 2004; Wild et al., 2010). Jordon (1990) notes that different belief systems and 
disproportionate power exercised by biomedical institutions often leads to conflict 
between biomedical and indigenous birthing systems. This can lead to a universal 
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exclusion of traditional beliefs and practices whether they be benign or harmful (Jordon, 
1990). An exclusion of traditional beliefs is at odds with international benchmarks of 
respectful maternity care that advocate for healthcare facilities providing services which 
are culturally congruent to the needs of the individuals, social and ethnic groups they are 
servicing (FIGO, 2014; WHO, 2012, 2015a: WHO, 2018).  
Not all traditional practices, however, need be discouraged in Timor-Leste. A 
period of confinement immediately after childbirth is common in many cultures. The 
practice is justified on the basis of promoting mother and infant contact, facilitating the 
mother’s recovery and protecting the woman and her baby (Piperata, 2008). The 
husband and family care for the woman and this process also acts to strengthen social 
bonds between family members (Piperata, 2008). This period of confinement after birth is 
commonly associated with food restrictions and relief from household work (Murray, 
2012). Traditional postnatal practices such as eating protein rich food, daily perineal 
hygiene and rest from housework were found to be beneficial for recovery among 
postnatal women in Fujian Province, China (Raven, Chen, Tolhurst & Garner, 2007). 
However, the impact of postnatal confinement upon maternal mental health is less clear 
with another study exploring the prevalence of post-natal depression in Central Vietnam 
finding no evidence to support the notion that postnatal confinement practices influenced 
the women’s mood (Murray, 2012).  
Another contribution of this research is to provide a preliminary exploration and 
explanatory framework for a range of traditional practices used during pregnancy and 
childbirth, as outlined in the data. The research draws upon the contemporary literature, 
which calls for the provision of culturally congruent services for pregnant and birthing 
women. Culturally congruent care must acknowledge and embrace those social 
traditions which are positive, supportive and contribute to the social capital of women 
during pregnancy and childbirth (Miller & Smith, 2017; Orya et al., 2017; Phiri et al., 
2010).  
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Women in Timor-Leste have little access to reproductive health information 
and family planning services. Another key finding related to the unique confluence of 
Timor-Leste’s Antecedents is demonstrated in the earlier discussion of the barriers to 
Timorese women’s access to reproductive health services. A number of women and 
stakeholders noted the lack of information and services for reproductive health available, 
in particular for teenage, young, unmarried women and those living in remote rural areas. 
This issue is noted in the literature in Chapter Two (Cummins, 2017; UNFPA, 2017), and 
appears to arise from a variety of different causes. One reason is the men’s authority 
over women’s reproductive health, which stems in part from the traditional marriage 
arrangement, the barlake. The barlake entangles women into complex reproductive 
obligations to their husband’s family (Corcoron Nantes, 2009; Khan and Hyati, 2012; 
Hall, 2009; Niner, 2011). In addition, the literature identifies the high rate of partner 
violence as a barrier to women’s access to family planning services (Grenfell et al., 2015; 
UNFPA, 2017; NSD, 2010; Taft et al., 2015; The Asia Foundation, 2016). Bride 
payments and men’s authority and control of women’s fertility are also features of 
neighbouring PNG where family violence is highly prevalent (Kamblijambi, 2015).  
The international literature indicate that family control over women’s access to 
contraception is common in many countries. For instance, one report based upon data 
gathered from demographic health surveys conducted in 52 countries between 2002 and 
2014 noted nearly one quarter of the women (23%) commented that even though they 
did not want to get pregnant, they did not use contraception because others close to 
them opposed it (Sedgh, Ashford & Hussain, 2016).  
Furthermore, in Timor-Leste there are widespread conservative family values, 
which view the provision of sexual and reproductive health information to young people 
as taboo (Cummins, 2017). These conservative views are also supported by the Catholic 
Church, which is influential in informing community opinions and in guiding both 
education and health government policy in Timor-Leste (Lyon, 2011; Richards, 2010; 
Rimmer, 2007 Wallace, 2014). The reality appears to be that there are few forums 
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through which sexual and reproductive health information or services are available to 
adolescent and unmarried Timorese women (Cummins, 2017; UNFPA, 2017; Richards, 
2017).  
Staff working in family planning services in Timor-Leste may also withhold 
information and family planning services from older, married women, as witnessed by the 
researcher, during participant observation at a government family planning clinic in Dili. 
In this instance, midwives working in the family planning clinic refused family planning 
services to a married woman with eight living children. Despite the fact that the woman 
said she had her husband’s permission, the midwives refused to provide family planning 
services because the husband was not present to corroborate the woman’s word. The 
issue of health care workers attitudes and withholding family planning services from 
women in Timor-Leste is supported in other reports from Timor-Leste (UNFPA, 2017). 
These reports highlight the difficulties for adolescent and unmarried women accessing 
services (UNFPA, 2017) however, it appears possible that any woman can be refused a 
service if she is unable to reassure the midwives/health care provider that she has her 
husband’s permission. When there is a lack of information and a lack of access to family 
planning services this means the women are vulnerable to teenage or unplanned 
pregnancy and also to the consequences of unsafe abortion (Belton et al., 2009; 
Cummins, 2017; UNFPA, 2017). 
The current unavailability of information about sexual and reproductive health in 
Timor-Leste contributes to gender inequity (Shaw, 2009; Ginsburg & Rapp, 1995), and 
contravenes basic human rights to health (Gruskin et al., 2010; WHO, 2015b; Yamin & 
Cantor, 2014). These human rights conventions decree that this information should be 
available to all including, the young, marginalised and vulnerable groups (Homer et al., 
2018; OHCHR, 2000; UNFPA, 2017). The circumstances outlined in Timor-Leste are 
reflected in a low uptake of family planning (24%), which contributes to the high rates of 
teenage pregnancy, the tenth highest fertility rate in the world and one of the highest 
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maternal mortality rates in South East Asia (Cummins, 2017; GDS, 2018; World 
Population Review, 2019).  
Women have little experience in decision-making and consequently lack 
confidence making decisions. A consequence of shared or intergenerational decision-
making was that women yield to others making decisions for them which results in the 
women lacking experience to make their own decisions. Women and some stakeholders 
living in both urban and rural areas noted this issue. The upshot of this was that many 
women in this study acknowledged that women in general, or they personally, were not 
confident, and did not feel they had the authority, autonomy (agency) or the right to make 
their own decisions. It was noted that young women in particular and perhaps rural 
remote living women, were less confident and more dependent upon their husbands or 
others to make decisions for them.  
As discussed in the literature Bourdieu (1977) emphasises the grounding and 
essentially constraining environment of habitus. Within traditional societies there are 
relatively few outside influences affecting everyday practice. Social actors may continue 
to reproduce the circumstances of their socioeconomic milieu, acknowledging that all 
humans are constituted through their socialisation from other humans (Archer, 2004). 
The issue of young and rural women’s relative disempowerment is also identified 
in findings from research based in Nepal. In this instance, empowerment can be defined 
as “the potential for women to make strategic life choices, to control resources and make 
important life decisions” (Lee-Rife, 2010, p. 635). Results from this study indicated that 
younger and rural Nepalese women demonstrated lower levels of autonomy in decision-
making (Acharya, Bell, Simkhada, van Teijlingen, & Regmi, 2010). Furthermore, other 
international reports note that often young women have less autonomy (Grepin & 
Klugman, 2012).  
In comparison, however, it was also apparent that the older more mature and 
sometimes educated women in the urban areas of Dili, Vequeque and Ainaro appeared 
to be more confident in making decisions and held some degree of informal power. The 
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women who reported these details noted their experiences of education, maturity, 
employment and participation in community groups as important contributions to their 
knowledge, experience and relative autonomy in decision-making. These women also 
noted that more empowered women provided important role modelling for others. The 
literature identifies factors contributing to the development of women’s autonomy and 
decision-making. These include the influences of modernity, urbanism, higher levels of 
education, employment and women’s engagement with social institutions (Bohman, 
1999; Grepin & Klugman, 2012; Presser & Sen, 2000). The accumulative effects of 
women’s social relationships, previous experiences and the social determinants that 
impact upon them all contribute to women’s autonomy (Mackenzie & Stoljar, 2000). 
Collective action is another factor identified in the literature as an important forum for 
developing women’s autonomy and agency (Zion-Waldoks, 2015; Bowden & Mummery, 
2009; Isaacs, 2002).  
Women’s agency, empowerment and shared decision-making can be 
encouraged through models of collaboration and partnership between the midwife and 
the woman (Pairman & McAra-Couper, 2015; Phiri et al., 2010; Ramsden, 2002). For this 
to occur both the women and professional care-givers must be working within an 
enabling environment (Brodie, 2013; Filby et al., 2016; Phiri et al, 2010). Women’s 
progress towards gender equality and empowerment is important for many reasons but 
also correlates with improved maternal health outcomes (Pratley, 2016). This research 
clearly identifies that the women are seeking a higher level of participation in their 
engagement with the midwives and other SBA who are providing maternity health care 
services in Timor-Leste. In addition, the research identifies that there is considerable 
potential to improve the partnership between midwives and women and thereby develop 
women’s decision-making skills and improve maternal health outcomes in Timor-Leste. 
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6.5 Critique of the theoretical framework  
The theoretical framework provide a useful lens to critique the literature and the 
data. Structure in this instance refers to the institutional power, both formal and informal 
that privileges some discourses over others. For example, formal institutions may include 
the government of Timor-Leste; international NGOs promoting human rights approaches 
(HRBAs); religious and professional institutions; in addition to informal institutions such 
as Timorese traditions, patriarchy, law and custom which all constitute authoritative 
discourses in Timor-Leste. These institutions contribute to the governance and stability of 
societies but also promote dominant norms which protect particular power bases. Some 
of these spaces of authoritative knowledge and power are contested areas. For example, 
international HRBAs promote gender equity, embracing women’s equitable access to 
reproductive health information and services, including family planning, which contributes 
to a reduction in the MMR. However, this is in opposition to traditional male authority and 
political power processes, which may manifest in a lack of priority for the provision of 
reproductive health care including maternity services and the reduction of the maternal 
mortality in Timor-Leste. The women’s agency is demonstrated through their choices, 
discernment, judgement and their desire for a stronger relationship with midwives and 
other SBA. 
Another contested debate is evident in the current tension between biomedical 
professionals who are challenging the authority of the traditional beliefs and healers, 
such as the TBA. Other structural conditions obvious in the women’s lives in Timor-Leste 
include economic underdevelopment that translates into a lack of infrastructure and the 
widespread poverty of many Timorese families. A social determinants model recognises 
the various socioeconomic, political and cultural mores and contemporary issues 
impacting upon the health of women and their families. The cultural safety framework is 
used here as a basis to highlight issues concerning the nature of midwifery relationships 
and other relationships between the women and professional SBA in Timor-Leste. 
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Ideally, this model of cultural safety will inform midwifery relationships with women and 
the ongoing provision of respectful maternity care in Timor-Leste.  
The contribution of this research has been to deepen our understanding of the 
barriers and contributors to women’s access to maternity services by capturing and 
integrating these multiple perspectives. These barriers and enablers have been analysed 
so as to provide understanding of how they interplay to reinforce and perpetuate the 
problem. The various theoretical models have informed the analysis of the data which 
then led to identification of the AAAQ framework as a theoretical framework which could 
provide the conceptual underpinning used to organise the data in relation to the barriers 
and facilitators to women’s access to maternity services in Timor-Leste. This framework 
required some modification from the original form, to include the domain of Antecedents, 
which captures the multiple matters weighing upon maternal health in Timor-Leste. The 
confluence of these processes are unique to Timor-Leste. The modified AAAQA 
framework has various domains: Access, Availability, Acceptability, Quality and 
Antecedents 
6.6 Summary 
This chapter has presented a discussion of the descriptive data using the AAAQA 
framework to highlight the key research findings which confirm, build upon and reveal 
new knowledge. Key findings were discussed with reference to the literature and an 
emphasis on issues of quality maternity care, cultural safety and the women’s agency. 
The chapter concluded with a critique of the theoretical framework and the contributions 
made by this research to new knowledge. The next and final chapter provides an 
overview of the study and a summary of the main findings in addition to the strengths 
and limitations of this study. Future directions to inform strategies addressing the barriers 
and enablers to womens use of services during pregnancy and childbirth are identified, 
including opportunities for ongoing research. The chapter concludes with a series of 
recommendations arising from these research findings.   
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7 Chapter Seven: Conclusion and Recommendations 
 This chapter provides an overview of the research findings and identifies 
strengths and limitations.  In addition, the opportunities for future directions and the key 
recommendations to address the barriers and enablers to women’s access to services 
during child bearing in Timor-Leste are outlined. 
7.1 Overview of the study 
Overall approximately 300,000 women die per annum globally as a consequence 
of pregnancy and childbirth. The majority of these occur in low and middle income 
countries (WHO, 2016a). In Timor-Leste, the MMR is high in comparison to other South 
East Asian countries (426 deaths per 100,000 live births per year, UNFPA, 2018). The 
major complications that account for nearly 75% of all maternal deaths include severe 
bleeding, infections (usually after childbirth); pre-eclampsia and eclampsia, complications 
from delivery and unsafe abortion (Khan et al., 2006; Songane, 2013; WHO, 2016a). 
Many of these can be prevented with improved and timely care. In Timor-Leste, the 
majority of women continue to birth at home, only a small percentage of these women 
have support from a SBA (GDS, 2018).  
No previous research has specifically addressed the issues surrounding the 
barriers and enablers to women’s access to maternity services in Timor-Leste. The 
research aims were determined and explored in relation to national maternal health 
policy, choice and decision-making in Timorese families and women’s expectation and 
aspirations for care during pregnancy and childbirth.  
A qualitative descriptive study was conducted using focused ethnography, 
informed by theoretical frameworks of structure and agency, intersectionality, social 
determinants, cultural safety and the AAAQA framework. Interviews were conducted in 
three districts of Timor-Leste between December 2016 and June 2017 in Dili, Viqueque 
and Ainaro. Data was collected from two groups, women over 18 who had birthed 
children and stakeholders who were engaged in the provision of maternity care in Timor-
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Leste. Convenience sampling was used to recruit the stakeholders, whilst, snowball 
sampling was used to recruit the women. Overall, twenty women, and seventeen 
stakeholders participated in semi-structured interviews. Another ten women participated 
in two focus groups, one each in Ainaro and Viqueque. Data collection methods were 
congruent with this research design and included semi-structured interviews, focus 
groups, participant observation, demographic survey and field notes. Thematic analysis 
and coding were conducted on all interview data. The research was informed by diverse 
theoretical approaches.  
7.2 Summary of the findings 
The enablers to women’s access to SBA are identified in the national 
commitment to maternal health outlined in a series of policy documents such as the 
National Reproductive Health Strategy 2004-2015 and the Basic Services Package, 
2007. Other findings from the data confirms that the MoH collaborates with international 
and national NGO’s to increase health promotion and improve maternity service delivery. 
When an ambulance and a midwife or other SBA are available to retrieve or transfer 
women, this also clearly enables the woman’s access to SBA and clinical services. 
However, even though ambulances and SBA are available, the roads may be 
impassable, distance too far for timely care, and as stated costs may be prohibitive. In 
addition the ambulance staff may not have the equipment or knowledge to manage an 
obstetric emergency. 
The findings from the data suggest that women’s positive engagement with SBA 
services stemmed from their experience of good interpersonal communication, provision 
of medical supplies and effective clinical care. These attributes instilled confidence in the 
women. Likewise, the women also appreciated the availability of medical technologies 
such as the ultra sound and the fetal doppler which provided tangible evidence of the 
baby’s well-being. It was demonstrated in the data that these positive experiences with 
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staff in addition to the availability of medical technologies encouraged the women to 
return to SBA services.  
However, ongoing challenges were identified regarding women’s lack of access 
to SBA services. Access to transportation and costs associated with using services were 
prohibitive for many Timorese families who continue to live in poverty. Access was also 
made problematic because it was time consuming and many women were unable to 
leave their home to travel to attend services which may or may not be available to them. 
These issues were particularly pertinent for women living in rural and remote areas of 
Timor-Leste. Other issues contributing to the difficulties of access included the lack of 
availability of services, lack of trained SBA, poor health service infrastructure, lack of 
medical equipment, drugs and supplies.  
The quality of maternity services was another concern identified from the data in 
that for many women, their experiences of the service were not comfortable or 
reassuring. Examples from the triangulated data indicated that in many cases, maternity 
services were not culturally appropriate nor respectful. The data demonstrated that there 
was little privacy provided for the women, this in the context of the environment but also 
in relation to the number of staff who were present in the room, some not always directly 
involved in the provision of care to the woman. Similarly, the women also expressed their 
concerns about the fragmented care, poor communication and disrespectful attitudes 
demonstrated by SBA staff. The combination of these concerns in addition to the 
perceptions from both women and stakeholders that the clinical staff (SBA) were often 
poorly skilled and lacked resources, all contributed to many stakeholders and some 
women describing poor quality maternity care in Timor-Leste. In addition, the data 
suggests that there is little opportunity for stakeholders to improve upon the quality of the 
service whilst there continues to be a profound lack of regulation and governance of the 
healthcare professions, and a lack of monitoring and evaluation of programs.  
Timorese women’s access to reproductive health services including family 
planning are also limited by the unique confluence of Timor-Leste’s history, traditions and 
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culture which places the authority of decision-making upon husbands or even other 
family members. Whereby these family members may discourage or deny women’s 
access to these services.  
The findings highlight inequalities of service provision in that women living in rural 
areas and women from a low socio-economic background have less access to services. 
In addition, marginalised women, such as young or unmarried mothers may also be 
discriminated against and feel less comfortable using services. The data indicated that 
women are looking for a stronger relationship with midwives and other SBA and some 
women expressed appreciation for the services they received from caregivers.  
However, the data also suggests that poor condition of many health services, in 
addition to some staff attitudes and skills, perpetuated care that lacked privacy and 
respect for the women’s needs. In this context, the women’s negative experience are 
compounded by the nexus between poverty and lack of privacy at health facilities in 
Timor-Leste which exaggerated the women’s embarrassment and discomfort birthing in 
these facilities. Where women experienced poor care they did not return to SBA 
services.  
7.3 Strengths  
This is the first in-depth qualitative study in Timor-Leste to specifically address 
the barriers and enablers to women’s access to services during child bearing in Timor-
Leste. The research was conducted through fieldwork in three districts of Timor-Leste. 
Overall, twenty women and seventeen stakeholders were interviewed using semi 
structured interviews. Another ten women participated in two focus groups. This research 
project focused on the social, cultural and practical contexts of woman’s access to SBA 
care. Strengths in the research design include the transparency of the study, the 
rigourous approach beginning with the development of the research question and the 
proposal, confirmation of candidature and HREC ethics approval process, from both 
Federation University and the Ministry of Health, Timor-Leste. In addition, the researcher 
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consulted with an expert panel and then piloted and evaluated the interview questions 
prior to conducting the study. Furthermore, supervisors oversaw and audited all elements 
of the research design. 
Another strength of this study was the use of a number of theoretical models to 
provide an underlying framework through which to explore and understand the women’s 
circumstances and the dynamics of their decision-making, their needs and experiences 
during pregnancy and childbirth. The structure and agency framework highlighted the key 
authoritative institutions and power bases, which were influential in determining the 
information available and the social dynamics of women social milieu. Both theories of 
intersectionality and social determinants framed the socioeconomic environment in which 
women were entrenched and how this facilitated the women’s well-being, or the lack 
thereof.  
The focused ethnographic methodology enabled the researcher to undertake 
data collection within a culturally congruent context, accessing women and stakeholders 
within their familiar environments. The research provides women with a voice to identify 
the various contexts of their use and access to SBA services. The data was collected 
from both women living in the communities in addition to key informants (stakeholders) 
who were involved in the provision of maternity care in Timor-Leste. The data was 
analysed and triangulated between the different data sets. Convenience sampling was 
used in the three different regions.  
7.4 Limitations 
The research was conducted in three districts of Timor-Leste and whilst there 
may be some commonalities in other districts of Timor-Leste the findings cannot be 
crudely generalised to other countries. Data was collected from women and stakeholders 
however, this restricted opportunities to canvass a broader sample of community 
opinions. Other groups that could have informed this research included those families 
living in very remote settings, also community leaders, more men and women in all the 
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districts. Another limitation is the small sample size of both the women and stakeholders 
in all three districts of Timor-Leste. Data collection could have been broader, 
incorporating more districts and also more diverse communities, with more purposeful 
selection of other representative groups, such as the elders, husbands, adolescent and 
mature women.  
The researcher’s awareness of her positionality well have influenced both the 
reflexivity and representation of the data. Timorese have respect for age and experience. 
The researcher’s older age, her profession and western nationality may have led to some 
Timorese conferring respect towards the researcher. In addition, amongst stakeholders, 
her profession and experience as a midwife also led to stakeholder participants sharing a 
bond and expressing their trust in her. This sometimes led to surprising disclosures. The 
western culture of the researcher may also have inhibited the responses of the 
participants, whereby particularly younger Timorese were more hesitant to express 
viewpoints they thought may offend an elder foreign researcher.  
A translator was used to help the researcher gather data in the majority of the 
interviews and focus groups conducted with the women. There were a number of 
translators used for the data collection. In this context it is recognised that 
communication is culturally contextual and there is potential for a lack of clarity and 
misunderstandings in the exchange of information. The need for translators in the data 
collection made progress very slow, and potentially reduced the data that could be 
gathered at any one time. This was particularly the case in the instance of the focus 
groups. In these groups the meanings of the discussions were clarified individually with 
respondents before the discussion could continue.  
In addition, when using a translator in the focus groups it was difficult to manage 
group dynamics. This was because when people were speaking simultaneously it was 
difficult to get a good understanding of what some people were saying or indeed the 
mood of the group. These issues were resolved, but again this made the group process 
very slow. In the focus groups, we needed to pause the group very minute or two in order 
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to clarify discussion and then move forward. It was necessary to implement a structure to 
ensure that all the members could respond to the questions. This meant that participants’ 
were told they must take turns to respond. Everyone was given the opportunity to 
comment upon an issue being discussed. Participants were discouraged from interjecting 
while another spoke. This process, definitely reduced the spontaneity of the group, and 
also, may have affected the quality of the data recorded. Translation of the data added 
another level of complexity into the data analysis. Although there were efforts to discuss 
issues of translation with the interpreters, the researcher reflected that in future, ongoing 
research would be more effective if there is closer collaboration with Timorese nationals 
when developing and executing research in Timor-Leste.  
Weather conditions also impinged upon data collection in the districts when travel 
to a couple of rural maternity clinics was impossible because of wet conditions and 
dangerous muddy roads. Another limitation was that there was only one researcher and 
this could constrain the interpretation of data. There is also a potential for bias from the 
researcher who as a midwife working in a developed country with a different lens has her 
own beliefs, values, knowledges and experiences that informed the conduct of this 
research.  
7.5 Future Directions 
The results from this research indicated that the women’s access to SBA care 
can be improved if SBA care is flexible and available closer to the communities where 
women live. In addition, maternity care could be improved if the SBA provide respectful, 
competent and culturally congruent care which is aligned to the women’s needs and 
expectations. The provision of culturally safe and respectful care requires attention to the 
barriers and facilitators as identified in the AAAQA framework. Strategies to develop an 
understanding of the unique culturally congruent needs of Timorese women require 
extensive community consultation with community women and men and traditional lay 
285 
 
health workers. These strategies would require support from the Timorese MoH and 
professional groups, in particular the Timorese midwives and medical associations.  
In many rural communities, there are inadequate numbers of midwives and other 
SBA services. There are grounds for strengthening community networks through training 
and integration of traditional healers and/or other lay health workers. One or two NGOs 
in Timor-Leste are already undertaking some training of community daya residing in 
communities where there are no other services provided to pregnant and birthing 
women. Training of community daya or alternatively another cadre of lay health workers 
will ensure the provision of basic auxiliary ANC services in smaller communities where 
currently there may be none. In addition, this will ideally strengthen community referral 
links to health services.  
7.5.1 Future research 
Research can be conducted among community groups including women’s 
groups, young and marginalised women, community leaders, men and traditional healers 
to identify key attributes of culturally safe care as identified by women during pregnancy 
and childbirth. This research will promote women’s participation in their own service 
provision in addition to developing women’s voice and participation in community 
consultation processes (Coast, Jones, Lattoff & Portela, 2016; CSDOH, 2008; Jones et 
al, 2017; Miller & Smith, 2017; Pathmanathan et al., 2002; Rosatto et al, 2008; WHO, 
2010).  
Additional research can identify the professional barriers to the provision of 
culturally congruent SBA services. This would include an investigation of the strategies 
needed to affect structural change, to address and support attitudinal changes in addition 
to any changes in policy necessary to support change (Homer et al., 2018; Koblinski et 
al., 2016).  
The findings from the research among community that is determining attributes of 
culturally congruent care can be combined with the findings from the research 
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addressing the structural and professional barriers to the implementation of improved 
culturally congruent and respectful SBA facilities and services. These combined findings 
can inform the development of a simple pilot program implementing culturally congruent 
care and an evaluation of the impact and outcomes from the MoH, professional and 
community perspectives.  
Another study can evaluate a pilot program concerning the introduction of 
community interventions designed to work more closely with TBA and/or other lay health 
workers. This pilot program will act to build stronger links between community ancillary 
services and SBA, including stronger community referral processes to healthcare 
services. Based upon the findings, if the interventions demonstrate improved outcomes 
for women and their access to SBA then review these strategies for their relevance and 
applicability on a broader basis in Timor-Leste.  
It is well documented that heath care providers can become demoralised and 
burnt out when they are employed within inadequately resourced and supported 
healthcare settings (Filby et al., 2016). Whilst also acknowledging that staff may work or 
live in disrespectful and/or abusive environments. Research can be conducted among 
government, NGOs and health professionals to identify the key issues and concerns in 
addition to positive attributes, which build resilience and optimism among SBA and other 
health professionals in Timor-Leste. This research should also identify potential 
interventions, which ensure the provision of a respectful and dignified working 
environment for midwives and other SBA, in addition to identifying exemplars of practice 
and opportunities to enhance practice. These findings can be used to build the capacity 
of Timorese and expatriate health professionals working in Timor-Leste. 
Healthcare is provided in multiple languages in Timor-Leste. Research can be 
conducted to evaluate the prevalence and implications of care provided in multiple 
languages to women who do not share a common language with care providers. This 
research can also examine the implications for women and stakeholders when 
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communication is conducted between healthcare providers who do not share a common 
language.  
Further research can be conducted examining the daya’s practice, to identify the 
scope of practice, as well as practices which are harmful and practices which may 
contribute to the provision of culturally congruent care. This includes research exploring 
the practice of external version as used by daya to study the safety of the technique/s, 
benchmark and clarify guidelines for practice, outcomes and explore potential 
opportunities/possibilities for these skills to be shared with midwives and other SBA. This 
research could also examine the prevalence of traditional therapies used for family 
planning, during pregnancy and childbirth, in addition to an examination of the active 
ingredients of these substances.  
7.6 Recommendations 
7.6.1 Improving women’s access to services 
Improvements to general infrastructure such as roads and transportation are 
outside the scope of this research project, however, it is clear that women living in rural 
areas do not have equal access to SBA services. It is important that the government of 
Timor-Leste continue their commitment to maternal health by working toward addressing 
general issues of infrastructure, lack of roads, transport and availability of functional well 
equipped health services, in addition to implementing general poverty amelioration 
processes. This approach will help address rural, poor and marginalised women’s 
inequitable access to maternity services. 
Evidence from a number of low and middle income countries such as Malaysia 
and Sri Lanka which have demonstrated significant reductions in the MMR following 
deployment of educated, licensed and regulated midwives into small 
communities/villages. These midwives have provided the referral links to well-resourced 
healthcare facilities and have dramatically improved maternal mortality (Brazier et al., 
2009; Filby et al., 2016; Hogan et al., 2010; Pathmaathan et al., 2003).  
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Therefore, improve women’s access to SBA services by providing SBA or 
ancillary maternity services closer to women’s homes. The success of the La Saude Na 
Familia program and the SISCa provide the precedent for more community outreach 
services bringing services closer to the community. The SBA may need to travel to 
women to support birthing and postnatal care. Strategies to bring SBA services closer to 
community include: 
•Training and employing more midwives; 
•Upgrading infrastructure and services at HP and CHC; 
•Improve the mobility of SBA using motor bikes, ambulance and potentially other 
modes of transportation.  
The provision of competent and culturally safe maternity care requires attitudinal 
changes from stakeholders and policy makers (Homer et al., 2018; Koblinski et al., 
2016). The MoH can facilitate the development of strategies to provide culturally 
congruent and respectful care that is responsive to women’s needs through effective 
communication and engagement with community women/groups, community leaders, the 
Timorese Midwives Association and other SBA and health service managers. Further 
research will also contribute to the integrity of this initiative.  
7.6.2 Strengthening healthcare delivery: Policy  
The government of Timor-Leste should consider allocating a larger percentage of 
the overall budget to healthcare. This would bring the total percentage of GDP allocated 
in line with benchmarks set by other low and middle income countries who have been 
successful in reducing maternal mortality (Abouzahar, 2003; Pathmaathan et al., 2003). 
Access to services is reduced when community health clinics and health posts 
services are unavailable because they are closed or close early at midday. Consider a 
revision and or enforcement of policy in regard to standardisation of hours of operation of 
Community Health Clinics and Health Posts. 
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The Timorese MoH have led other successful community engagement programs, 
including the SISCa and the Saude Na Familia program. These programs provide a 
structure to build upon improved access to community and further collaboration between 
health professionals, SBA, community volunteers and lay community health workers. 
With communication, education and supervision, community volunteers and lay health 
workers have the potential to work with SBA to improve education, some ancillary 
service provision and community referral of women to health care services (WHO 2015; 
2012). 
7.6.3 Practice 
The MoH support the provision of maternity services through the compilation and 
dissemination of standardised evidence based National Maternity Care Referral 
Guidelines in several languages, including Tetum, Spanish and English.  
The government of Timor-Leste move toward regulation and governance of all 
SBA through legislation and establishment of professional boards with the legal power to 
regulate and impose standards and processes. The ICM’s three pillars of Education, 
Regulation and Association (leadership) provide a structure to strengthening professional 
services. Include legislative powers to discipline poor unsafe and unprofessional practice 
that endangers the safety of the public (ICM, 2018).  
Strong leadership is needed from the MoH, and the Timorese Midwives 
Association to engage in consultation with Timorese midwives, community members and 
advocacy groups, in addition to international professional organisations such as FIGO 
and the ICM to support and inform significant long-term investment in the midwifery 
profession in Timor-Leste. This includes ongoing curriculum development, pre-service 
education, professional and other interdisciplinary regulation, supervision and ongoing 
professional training and practice (Homer et al., 2018; Koblinski et al., 2016; Taylor, 
2015).  
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7.6.4 Education 
More midwives are needed and these midwives will ideally have access to high 
quality midwifery education complying with international benchmarks of midwifery 
education (Homer et al., 2018). Practicing midwives in Timor-Leste require access to 
ongoing educational opportunities that comply with international midwifery standards 
encompassing care of women and their families through the antenatal, intrapartum, 
postnatal phases in addition to supporting mother’s needs for information about normal 
physiological and psychological recovery following birth, infant feeding and parenting 
issues.  
Sexual and reproductive health education and services are an essential 
perquisite in providing both women and men with the knowledge and understandings to 
make their own decisions and improve women’s reproductive health (Pappa et al., 2013). 
Staff may require additional education and training in these areas of practice. These 
services can also be available in school curriculum, through community organisation and 
also inform health promotion campaigns 
7.6.5 Culturally congruent care-Policy 
The MoH consider policy that encourages a change of midwifery practice to 
ensure the provision of care that is determined by women to be culturally safe.  
7.6.6 Collaboration with NGOs 
The MoH continue to work with key NGO partners to identify strategies to 
strengthen maternal healthcare provision. These strategies can prioritise programs to: 
•Improve deployment of SBA into small and remote communities when women 
cannot travel to SBA services; 
•Engage with community and develop criteria for culturally congruent care.  
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The MoH work with NGOs to identify strategies to attract funding for designated 
community education and health promotion projects which strengthen community referral 
and maternity outreach services. For example:  
•Community education programs targeted towards men/broader community; 
•Motor bikes or other transport to facilitate midwives’/SBA access into community; 
•Training packages for lay health workers to work under the supervision of SBA in 
areas where there is no access to SBA. 
When health services are strengthened, women’s demand for services may also 
be increased using incentivisation programs. One of the key findings highlights the 
woman’s poverty and the barrier this presents to their access to services. Incentivisation 
programs have been successful in improving women’s use of SBA and reducing 
maternal mortality in many countries including Europe, Latin America and South Asia 
(Grepin & Klugman, 2013). The MoH continue to collaborate with NGOs to identify 
strategies to cushion the woman’s extreme poverty and provide incentives to SBA for 
example, cloth, baby clothes and napkins, cash or vouchers for women when they attend 
SBA.  
7.7  Summary  
The concluding chapter to this study presented an overview of the study, a 
summary of the findings and a discussion of the study’s strengths and limitations. Future 
research directions are highlighted to improve women’s access to SBA services in Timor-
Leste. Recommendations were also presented, and these were targeted at both policy, 
professional education and practice levels. This research has complied a comprehensive 
record of the barriers and enablers to women’s access to maternity services in Timor-
Leste. The research increases our comprehension of these barriers and contributors to 
women’s access by identifying and integrating these multiple perspectives so as to 
understand how they interact and perpetuate the difficulties of access and use of SBA 
services. In addition, recommendations for modifications to the AAAQ framework were 
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included. The AAAQ framework provided four organisational domains, however the 
researcher has enhanced this framework with the addition of Antecedents (AAAQA). The 
Antecedents are used to describe the multiple and intermingled contexts of women’s 
access to services during pregnancy and childbirth in Timor-Leste’s. These findings 
highlight the fact that women are seeking a closer relationship with midwives and other 
SBA and note the issues and concerns about the cultural safety of maternity care 
currently provided to Timorese women.  
An important contribution to the literature is the new knowledge concerning 
women’s cultural needs for care during pregnancy and childbirth. These cultural needs 
can be explored in more detail in future research. However, the women have identified 
that privacy, confidentiality for birthing, respectful communication and competent care, a 
minimum number of care-givers, preferably female care-givers and the opportunity for 
social support provided by family members, possibly her husband or a female relative as 
important needs during pregnancy and childbirth in Timor-Leste 
The finding provide opportunities to utilise and/or adapt current theoretical models 
such as the midwifery partnerships and cultural safety, to develop models of culturally 
congruent, safe and respectful midwifery care in Timor-Leste. This respectful and safe 
midwifery care can be integrated into health delivery policy. In the context of their 
relationships with midwives and other SBA it is imperative that women in Timor-Leste are 
put in the centre and in control of the care that is provided to them during pregnancy and 
childbirth.  
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8 Appendices 
8.1 Appendix One: Parallel food classifications 
It is probable that the use of heating and cooling foods form part of a larger 
indigenous classificatory system whereby ‘Parallel food classifications’, divide binary 
food classifications of ‘hot ‘and ‘cold’ foods. These terms have nothing to do with the 
temperature of food but rather the symbolic power contained in the food, herbs or 
medicines. This is a common classificatory system in the Islamic cultures, Indian sub -
continent, Southeast Asia, Central and South America and China (Helman, 2007). 
In illness or altered states such as pregnancy and birth, balance is achieved by 
exposure to or ingesting items/foods of the opposite quality believed to be responsible for 
the imbalance or illness. In many countries in South East Asia and Latin America 
pregnancy and menstruation are considered to be ‘hot’ states, managed with 
consumption of ‘cold‘ foods and medicines (Messer, 1981).  
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8.2 Appendix Two: Interview questions for women and stakeholders 
 
Interview Questions for the Community: 
 
1. Tell me about your experiences of pregnancy and childbirth? 
 
2. What are some traditional beliefs and practices affecting women in Timor-Leste? 
 
3. Outline men’s responsibilities to the family during pregnancy and childbirth/is this 
an important role in the community/family? 
 
4. Tell me about the support women get during pregnancy and childbirth?  
5. Describe the environment and care that would make a woman feel safe and 
comfortable during her labour and birth.  
 
6. What do women expect from services during pregnancy and childbirth?  
 
7. If you and the community had an opportunity to advise the midwives and doctors 
about how they could improve the service for women during pregnancy and 
childbirth, what would you tell them? 
 
8. How do men and women in the community contribute ideas or provide feedback 
about the provision of care during pregnancy and childbirth?  
 
9.   Is there anything else you would like to tell me? 
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Interview Questions for Stakeholders: 
 
 
1. Can you tell me Timor-Leste’s policy approaches to the provision of care 
during pregnancy and childbirth? Is this approach being enacted? 
 
2. In your opinion, what are the most important priorities for care of women in 
Timor-Leste during pregnancy and childbirth? –outline your responsibilities as 
a health providers? 
 
 
3. What are some traditional beliefs and practices affecting how women are 
treated in Timor-Leste? 
 
4. Tell me about the support women get during pregnancy and childbirth?  
 
5. How can stakeholders and healthcare providers contribute to  policy and 
provision of services during pregnancy and childbirth?  
 
6. How can community women and men contribute to policy and provision of 
services during pregnancy and childbirth?  
 
7. Can you describe what women want from care at this time? 
 
8. Is there anything else you would like to tell me? 
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8.3 Appendix Three: Declaration of confidentially by interpreters and 
transcribers 
SCHOOL OF Nursing, Midwifery and Healthcare…………………………… 
FACULTY OF HEALTH  
PROJECT TITLE: Exploring community attitudes, understandings and 
aspirations for care during pregnancy and childbirth in Timor-Leste. 
PRINCIPAL RESEARCHER: Associate Professor Penelope Cash (Principal 
Supervisor) 
OTHER/STUDENT 
RESEARCHERS: 
Ms Rosemary King (PhD student) 
Dr Phil Warelow (Associate Supervisor) 
DECLARATION OF CONFIDENTIALITY BY TRANSCRIBERS OF TAPED 
DATA 
 
Researcher: 
 
Associate Professor Penny Cash, Ms Rosemary King and Dr Phil Warelow     _________ 
 
Research Project Title: 
 
___________Exploring community attitudes, understandings and aspirations for care during 
pregnancy and childbirth in Timor-Leste. 
________________________________________________________ 
 
Transcriber (fill out below) 
 
I  . . . . . .  . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . .  . . . . . . of . . . . . . . . . . . . . . . . . . . .  
 
. . . . . . . .  . . .  . . . . . . .  . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . .  . . . . . . . .  
 
acknowledge that all information transcribed by me for the research program named 
above must and will be treated by me with the strictest confidence. 
 
Further, I will ensure that all tapes while in my possession will be treated with the 
same level of confidentiality as the transcribed material and, together with the data, will be 
stored separately and securely, as stated in the research project application.   
 
All material relating to the above project will, while in my possession, be 
accessible to the researcher(s) only. 
 
 
 
Signature:  
 
 
Date:  
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8.4  Appendix Four: Demographic survey in English and Tetum 
SCHOOL OF Nursing, Midwifery and Healthcare…………………………… 
FACULTY OF HEALTH  
PROJECT TITLE: Exploring community attitudes, understandings and aspirations for 
care during pregnancy and childbirth in Timor-Leste. 
PRINCIPAL RESEARCHER: Associate Professor Penelope Cash (Principal Supervisor) 
OTHER/STUDENT/ 
RESEARCHERS: 
Ms Rosemary King (PhD student) 
Dr Phil Warelow (Associate Supervisor) 
Please complete this form by ticking the boxes that most accurately reflect  your 
circumstances. 
1. What is your level of education? 
     Never attended primary school 
      Attended primary school            Completed grade  ______ 
               Attended secondary school       Completed grade ______ 
              Attended post-secondary education 
2. District of Residence ______________________________ 
3. Are you a Male       Female   
4. How many children do you have?            
5. Are you employed outside the family home or business? 
  Yes                                                  No 
6. If yes describe what type of work you are employed in? 
___________________________________________________________
______________________________________________________ 
7. Are you employed in the family business? 
          Yes                        No 
8. If yes describe what kind of work you do in the family business? 
______________________________________________________9. 
How long does it take to travel from your home to a clinic or hospital that provides 
a midwife or Dr to assist with childbirth? 
  
298 
 
Favór ida kompleta forma liu husi vistu kaixa ne’e mak hatudu lolos ita nia 
situasaun 
Ita nia nivel edukasaun saida? 
 Nunka atende eskola primaria klase kompleta  
  
 Atende eskola sekundaria  klase kompleta   
 
 Atende edukasaun pos sekundaria 
 
Hela fatin (distritu ne’ebe)  _-
______________________________________________________________________ 
Ita mane    feto 
 
Ita iha labarik hira?  _____________________________ 
 
Ita servisu sai husi familia uma ka negosiu? 
Los  Lae  
 
Karik los deskrebe tipu saida husi servisu ita servisu ba? 
_________________________________________________________________
______________________________________________________________________ 
Ita servisu iha ita nia familia xefi negosiu? 
Los   Lae 
 
Karik los deskrebe servisu saida mak ita halo iha negosiu familia nian? 
_________________________________________________________________
______________________________________________________________________ 
Distansia hira ita halo viagem husi um aba klinika ka ospital atu buka parteira ka 
doutur atu fo ajuda ba partu (tuur ahi)?  
______________________________________________________________________ 
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8.5 Appendix Five: Translated Plain Language 
Statement/Consent forms:  
 Community women 
 Stakeholders 
 
SCHOOL OF: Nursing, Midwifery and Healthcare………………………………………… 
FACULTY OF: Health Sciences…………………………………… 
PROJECT TITLE: Exploring community attitudes, understandings and 
aspirations for care during pregnancy and childbirth in 
Timor-Leste. 
PRINCIPAL RESEARCHER: Associate Professor Penelope Cash (Principle Supervisor) 
OTHER/STUDENT 
RESEARCHERS: 
Ms Rosemary King (PHD Student) 
Dr Phil Warelow (Associate Supervisor) 
 
Plain Language Statement for community participants 
You are invited to participate in this study exploring community attitudes and 
expectations of care during pregnancy and childbirth in Timor-Leste. Rosemary King is a 
PHD student supervised by Associate Professor Penelope Cash and Dr Phil Warelow. 
This study contributes to Rosemary’s PHD candidature. The study will take place in three 
regions of Timor-Leste. The capital district Dili, and two regional/rural areas.   
I am inviting women over 18 years of age, who have children and are living in the 
community to participate in a one hour semi-structured interview.  With your consent this 
interview will be tape recorded.  You will be asked to give your opinion about a range of 
issues relating to the provision of care during pregnancy and childbirth; women’s needs 
and expectations at this time and what you consider to be important challenges and 
priorities of care.  A female translator will be used to help ensure the communication is 
clear.  
The questions will be wanting your experiences and opinions about services for 
women during pregnancy and childbirth and how you think these may be improved. 
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Other questions will ask what you consider to be important issues for pregnant women 
and how men and the community can support women more during pregnancy and 
childbirth.   
 Following your consent, interviews will be organised at a convenient and private 
venue. Your privacy and confidentiality will be maintained. This location may be a private 
room, a church building, a school or community centre. Your participation is entirely 
voluntary and you can choose to withdraw from the study at any time without any 
penalty. However, once the data has been aggregated it may not be possible to separate 
your data from the condensed results. 
At the completion of the interview the researcher will revise with you what she 
sees as the main themes and provide feedback. You will have an opportunity to clarify or 
amend your comments.  There will also be an opportunity to meet and debrief following 
your interview if you chose to do this.  Following the interview you will also be invited to 
attend a focus group. Focus groups are small structured groups led by a moderator, in 
this instance it will be the researcher and an interpreter. About 6 - 10 women and men 
will participate.  Your participation is entirely voluntary. Discussions in these groups will 
be carefully planned to obtain opinions and perceptions on themes identified through the 
interviews. In these focus groups men and women will discuss a range of issues that 
relating to care of women during pregnancy and childbirth.   
A small demographic questionnaire will also be administered to all participants. 
This will be translated into ‘Tetum’ with the assistance of an interpreter.  Participants are 
free to choose not to answer any questions on the questionnaire or during the interview. 
You will be reimbursed for any travel costs incurred as a results of participation in this 
study.  
The interview will be conducted in a confidential setting, the data collected will be 
stored in a password protected computer and a locked drawer. The data will be coded 
and you will be referred to as a pseudonym, all care will be taken to protect your identity. 
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The data will be stored in a locked drawer or password protected computer for five years 
and then shredded and/or deleted.  
This study will form the basis of Rosemary’s PHD candidature. The results will be 
disseminated or publicised at conferences and in journal articles. Disseminated 
information will not contain any information that identifies participants unless this is with 
their consent.  When the project is completed Rosemary will be providing feedback to all 
participants at seminars here in this region. The seminars will be arranged with the 
Timor-Leste Ministry of Health, or one of the women’s groups, Alola or Feto Rede. All 
participants will invited to attend. A final written report will also be available to all 
participants and can be forwarded to you if you would like to receive this. Please provide 
your email address if you elect to see a final report.   
If you have any questions, or you would like further information regarding the project 
titled (The provision of respectful, women-centred care to women during pregnancy and 
childbirth in resource poor settings),  please contact the Principal Researcher, (Associate 
Professor Penelope Cash) of the School of (Nursing Midwifery and Healthcare): EMAIL: 
p.cash@federation.edu.au PH: +61 3 5327248 
Should you (i.e. the participant) have any concerns about the ethical conduct of this research project, please 
contact the Federation University Ethics Officers, Research Services, Federation University Australia,  
P O Box 663 Mt Helen Vic 3353 or Northways Rd, Churchill Vic  
CRICOS Provider Number 00103D 
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SCHOOL OF: Nursing, Midwifery and Healthcare………………… 
FACULTY OF: Health Sciences…………………………………… 
PROJECT TITLE: Esplora atitude  komunidade, kompresaun no aspirasaun ba 
kuidado a’an durante isin rua  no partu (tuur ahi) iha Timor – 
Leste        
PRINCIPAL RESEARCHER: Associate Professor Penelope Cash (Principle 
Supervisor) 
OTHER/STUDENT 
RESEARCHERS: 
Ms Rosemary King (PHD Student) 
Dr Phil Warelow (Associate Supervisor) 
 
Deklarasaun ba Komunidade no Partisipante sira  
Ita boot sira hetan ona konvite atu ba partisipa iha estudo kona ba explora 
komunidade  nia attitude no espektasaun ba kuidadu durante isin rua  to parto ou tur ahi 
iha Timor-Leste. 
Rosemary King nia maka sai ema hanesan estudante Dotoramento . 
Iha estudo ida nee mos sei halo iha regiaun tolu iha Timor-Leste. Kapital Dili no 
mos iha regiaun seluk. Rosemary sei komvida feto maluk sira husi idade 18 ba leten atu 
bele partisipa iha intervista durante oras ida. Iha intervista nee mos sei halo wainhira 
hetan ona lisensa husi feto maluk nebe maka partisipa iha nee, no iha intervista nee mos 
sei halo gravasaun iha kaseti. Ita boot sira mos sei hetan pergunta ida atu atu foo ita 
boot sira nia opiniaun kona problema hirak nebe maka relasiona ho kuidadu feto isin rua  
to parto ou tur ahi; no feto maluk sira nia expektasaun iha tempu ida nee saida maka ita 
boot sira konsidera sai buat nebe maka importante liu kuidade feto isin rua.  
 Sei uza tradutor feto ida  para atu bele ajuda  halo komunikasaun nee klaro liu 
entre feto maluk ho peskizador. 
 
Iha pergunta mos sei husu kona ba ita boot sira nia esperensia no opiniaun kona 
ba servicu kuidadu feto isin rua no tuir ita boot sira nia hanoin nee bele hadia galae. Iha 
pergunta seluk mos sei husu saida mak ita boot tau hanesan konsederasaun problema 
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nebe maka importante liu ba feto isin rua no oinsa mane ho komunidade komunidade 
sira bele suporta diak liu tan feto maluk nebe maka isin rua to parto ou tur ahi. 
Tuir mai sei husu ita boot sira nia lisensa. Intervista sei organisa iha fatin nebe 
maka diak no’o iha fatin nebe maka privad. Ita bo’ot sira nia partisipasaun husi nebe deit 
ne’e sei hanesan volontario, no’o ita bo’ot sira bele hili wainhira lakoi atu partisipa iha 
estudo ida ne’e ita tempo atu komesa no’o ita bo’ot sira sei la’a hetan sensaun. Mais 
kuando wainhira dadus nebe maka  kolekta hamutuk ona ne’e susar tebes atu hafahe ita 
bo’ot nia dadus husi dadus nebe maka hetan tiona. 
Depois de remata intervista peskizador sei  fo’o informasaun foun ida ou idea ho 
ita bo’ot sira saida maka nia hanoin pontos inportante liu ba ita boot sira halo ona iha 
diskusaun ne’e. ita bo’ot sira mos sei hetan oportunidade atu klarifika ou fo idea ruma 
para au bele hadia,liu husi ita bo’ot sira nia komentario. 
Ida ne’e mos sei sai oportunidade ida hasoru malu no’o fahe informasaun ou 
esperensia seda mak ita bo’ot sira hetan iha intervista, sei karik ita bo’ot sira hili atu halo 
ida ne’e.  
Questionario kiik ida sei distribui ba partisipante hotu-hotu. Ami sei apresia 
kuando ita bo’ot sira kompleta questionario mais ita bo’ot sira iha direito karik atu lakoi 
responde pergunta sei karik ita bo’ot sira lakoi. 
Intervista ne’e sei halo iha fatin nebe maka privado, dados sira nebe maka 
kolekta sei rai iha komputador no komputador ne’e rasik sei proteje husi kodigo 
komputador nian, no’o wainhira to’o tinan Lima no sei destroy rasik wainhira kolekta 
dados ita bo’ot sira sei iha naran kodigo para atu bele proteje ita bo’ot sira nia 
identidade. 
Estudo ida ne’e sei halo dalan ida atu bele dezemvolve ba  Rosemary's nia 
kandidatura ba Doutoramento. Rezultado  sei fahe ou sei publika iha komferensia no iha 
jornal hotu-hotu. Informasaun seda deit nebe maka publika sei la uza ita bo’ot sira nia 
identidade. 
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Ho’o buat sira ne’e hotu sei husu lisensa  ba partisipante sira wainhira atu halo 
peskiza.  Rosemary sei fo’o liafuan ruma ba partisipante sira hotu liu husi seminar nebe 
maka sei organiza iha regiaun hamutuk Ministerio Saude ho organizasaun sira seluk 
nebe maka involve iha peskiza ida ne’e mak hanesan tuir mai ne’e  FundasaunAlola ou 
Klinika Bairo Pite. 
 Partisipante sira hotu sei hetan Konviti atu atende iha relatorion final nebe maka 
hakerek, relatorio sira ne’e mos sei bele fo’o ba  partisipante sira sei kuando ita bo’ot sira 
hakarak atu simu,  favour ida indika ida ne’e no’o fo hoi ta bo’ot sira nia Emaill. 
Sei kuando ita bo’ot sira iha pergunta ruma kona ba projeto ida ne’e favor ida 
bele kontakto Senhora Rosemary King liu husi Email  r.king@federation,edu.au 
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SCHOOL OF Nursing, Midwifery and Healthcare………………………………………… 
FACULTY OF HEALTH…………………………………… 
PROJECT TITLE: Exploring community attitudes, understandings and 
aspirations for care during pregnancy and childbirth 
in Timor-Leste. 
PRINCIPAL RESEARCHER: Associate Professor Penelope Cash (Principal 
Supervisor) 
OTHER/STUDENT/RESEARCHERS: Ms Rosemary King/Dr Phil Warelow (Associate 
Supervisor) 
 
Plain Language Statement for Stakeholders 
You are invited to participate in this study exploring the attitudes and expectations 
of care during pregnancy and childbirth in Timor-Leste. Rosemary King is a PhD student 
supervised by Associate Professor Penelope Cash and Dr Phil Warelow at Federation 
University Australia. This study contributes to Rosemary’s PHD candidature. The study will 
take place in three regions of Timor-Leste. The capital district Dili, and two regional/rural 
areas. Results from this study will contribute to knowledges informing midwifery 
approaches to care of women during pregnancy and childbirth in Timor-Leste.    
 Eight key stakeholders will be invited to participate in a semi structured interview 
of about one hour. These people will represent Timor-Leste’s Ministry of Health, 
University of Timor-Leste (UNTL), representatives of international and national NGO’s 
involved in supervising and/or delivering maternity care and midwives from the three 
regions. The interview will be organised at a place that is convenient to you. You will be 
reimbursed for any costs incurred as a result of travel to and from the interview. The 
interview will be conducted in a confidential setting, the data collected will be stored in a 
password protected computer and a locked drawer. The data will be coded and you will 
be referred to by another name (a pseudonym) to protect your identify. 
Your consent will involve participation in a semi-structured interview of about one 
hour duration in a time and location that suits you. With your consent the interview will be 
audio-recorded. You will be asked to give your opinion about a range of issues relating to 
the provision of maternity care, women’s needs and expectations and what you consider 
to be important challenges and priorities of care for Timorese women.  At the completion 
of the interview I will recap on what I see as the main themes and feedback at the end of 
our interview. You will have an opportunity to clarify or amend your comments.  There 
will also be an opportunity to meet and debrief following your interview if you chose to do 
this.   
The data will be stored by Rosemary King in a locked drawer or password 
protected computer for five years. Computer files will then be destroyed and hard copy 
data will then shredded.  
Your participation is entirely voluntary, and you can choose to withdraw from the 
study at any time. However, once the data has been collected and then aggregated it 
may not be possible to separate your data from the condensed results. 
At the time of the interview, you will be asked to complete a small demographic 
questionnaire. If necessary this can be translated into ‘Tetum’ with the assistance of an 
interpreter. Participants are free to choose not to answer any questions on the 
questionnaire or during the interview.  
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 This study will form the basis of Rosemary’s PhD candidature. The results 
will be disseminated or publicised at conferences and in journal articles. Disseminated 
information will not contain any information that identifies participants unless this is with 
their consent.  Rosemary will be providing feedback to all the stakeholders at a seminar in 
Dili to be arranged with the Timor-Leste Ministry of Health, with all stakeholders invited to 
attend. A final written report will also be available to all participants and can be forwarded 
to you if you would like to receive this. Please indicate on the consent form if you elect to 
receive a final report.  
   
If you have any questions, or you would like further information regarding the project titled (The 
provision of respectful, women-centred care to women during pregnancy and childbirth in resource 
poor settings),  please contact the Principal Researcher, (Associate Professor Penelope Cash) 
of the School of (Nursing Midwifery and Healthcare):  
EMAIL: p.cash@federation.edu.au 
PH: +61 3 5327248 
 
 
Should you (i.e. the participant) have any concerns about the ethical conduct of this research project, please contact the 
Federation University Ethics Officers, Research Services, Federation University Australia,  
P O Box 663 Mt Helen Vic 3353 or Northways Rd, Churchill Vic 3842. 
Telephone:  (03)  5327 9765,  (03) 5122 6446  
Email: research.ethics@federation.edu.au 
CRICOS Provider Number 00103D 
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SCHOOL OF Nursing, Midwifery and Healthcare………………………………………… 
FACULTY OF HEALTH…………………………………… 
PROJECT TITLE: Esplora atitude  komunidade, kompresaun no 
aspirasaun ba kuidado a’an durante isin rua  no partu (tuur 
ahi) iha Timor – Leste      
PRINCIPAL 
RESEARCHER: 
Associate Professor Penelope Cash (Principal 
Supervisor) 
 
OTHER/STUDENT 
RESEARCHERS: 
Ms Rosemary King, Dr Phil Warelow (Associate 
Supervisor) 
 
Dekrasaun Lian: Interesadu 
Ita iha ona konvite atu partisipa iha estudo ida ne’e atu esplora atitudes 
komunidade no espetativa husi kuidado a’an durante  isin- rua no tuur- ahi iha Timor- 
Leste. Estudo ne’e se’i hala’o fatin tolu (3) rejiaun husi Timor- Leste. Rezultadu husi estudu 
ne’e se’I kontribui konyesimentu informa ba parteira atu kuidado ba feto isin rua no partu 
(tuur ahi) durante tempu ne’e. 
Xavi ualu (8) interesadu se’I konvida partisipante iha semi estrutura entrevista ba 
durasaun oras ida. entrevista sei organiza iha fatin no tempu konveniente  ba ita. 
Entrevista se’I hala’o iha fatin ne’ebe privadu. Entrevista se’I hala’o iha fatin privado dadus 
ne’ebe halibur  se’I rai hela iha komputador  password protesaun ka savi metin. Dadus 
se’I bele ta’u kódigu no ita se’I refere hanesan naran kódigu  atu nune’e bele protégé ita 
identidade. 
Ita nia partisapasaun se’I involve entrevista ida, ne’ebe mak sei grava audio ho ita 
nia konsentimentu. Ita se’I husu atu fó opiniaun kona ba asuntu  oi-oin relasiona ho buka’e 
husi kuidadu materna, feto  nia presiza no espetativa no saida mak ita konsidera 
importante no prioridades ba kuidado ba feto Timor. Bele iha oportunidae atu hasoru malu 
atu diskuti asuntu balun depois de entrevista. Karik ita hakarak atu halo.    Iha konklusaun  
husi entrevista ha’u se’I rezumu saida mak ha’u haree hanesan pontu signifikadu ba 
diskuti. 
Ita se’I iha oportunidade atu hasoru atu klarifika ka altera ita nia komentariu. Ne’e 
se’I bele mos iha oportunidade atu hasoru malu no hala’o entrevista tuir ita nia entrevista 
karik  ita hili halo ida  ne’e. 
Dadus ne’ebe halibur  se’I rai hela iha komputador  password protesaun ka savi 
metin ba tinan lima (5). Arkivu komputador  sei depois estraga no kopia makas dadus sei 
risku. 
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Ita nia partipasaun tomak ba voluntariu, no ita bele hili atu retira husi estudu ne’e 
kualker tempu. Maske, dala ida dadus kolekta tiha ona no kombina ne’e la bele 
posibilidade atu hafahe ketak ita nia dadus husi rezultadu  rezumu.  
Iha tempu ne’e husi entrevista ita se’I mos fó kestionáriu ki’ik ita apresia tebes karik 
ita kompleta hanesan ne’e se aumenta ita nia kompresaun husi rezultadu partisipante sira 
la obligra atu resposta pergunta iha entrevista ka kestionaria. 
Estudu se’I forma baze ba kandidatura doutora Rosemary nia. Rezultadu  se’I 
dezamina(hakelar) ka publika iha konferencia no iha journal. 
Dezamina (hakelar) informasaun se’I la fó informasaun ruma mak  identifika ba 
partisipante  sira, exetu ida ne’e ho ita nia asseitasaun (konsentimentu).Bainhira projetu  
ne’e kompletu, Rosemary se’I fó komentáriu ba partisipante hotu liu husi semináriu ne’ebe 
mak organiza iha rejiaun ho ministeriu saúde ho interesadu konvida atu atende. Final husi 
hakerek  relatorio ne’e se iha mos, karik ita hakarak atu simu favor hatudu ho forma 
aseitasaun (konsentimentu) no fó email. 
Iha posibilidade katak partisipasaun ba iha entrevista ne’e, ko’lia kona ba problema 
husi tu’ur  ahi bele kauza laran susar uitoan ka fuan moras. Ha’u kontaktu tiha ona klinika 
lokal, igreja ka organizasaun saúde materna ne’ebe mak aseita atu  fornese kuidado 
pastoral.  Karik ita hakarak atu ko’lia ho ema ida, sira nia detalle mak fornese ba 
partisipante forma informasuan fornese tuir entrevista. 
 
Karik ita iha perguntas ruma kona ba projetu  ne’e  favór kontaktu Sra. Rosemary 
King  iha r.king@federation,edu.au   
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Consent forms-English and Tetum 
 
PROJECT TITLE: Exploring community attitudes, understandings and aspirations for care during 
pregnancy and childbirth in Timor-Leste. 
RESEARCHERS: Associate Professor Penelope Cash 
Ms Rosemary King 
Dr Phil Warelow 
Code number allocated  
to the participant: 
 
 
Consent – Please complete the following information: 
I _______________________________________________   of  
____________________________________________________________________________+  
hereby consent to participate as a subject in the above research study.  
The research program in which I am being asked to participate has been explained fully to me, verbally 
and in writing, and any matters on which I have sought information have been answered to my satisfaction. 
I understand that: all information I provide (including questionnaires) will be treated with the 
strictest confidence and data will be stored separately from any listing that includes my name and address. 
 Aggregated results will be used for research purposes and may be reported in scientific and academic 
journals. 
 
 I am free to withdraw my consent at any time during the study in which event my participation in 
the research study will immediately cease and information/data obtained from it will not be used. 
 
 I understand the exception to this is if I withdraw after information has been aggregated - it is 
unable to be individually identified - so from this point it is not possible to withdraw my 
information/data, although I may still withdraw my consent to participate. 
 
 I understand that the interviews will be audio recorded  and I give my consent to this    Yes          No   
 
 
SIGNATURE:___________________________________DATE: ____________________. 
I would like to receive a written final report       
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PROJECT TITLE: Esplora atitude  komunidade, kompresaun no aspirasaun ba 
kuidado a’an durante isin rua  no partu (tuur ahi) iha Timor – Leste      
RESEARCHERS: Associate Professor Penelope Cash, Ms Rosemary King, Dr Phil Warelow 
Code number allocated  
to the participant: 
 
 
Konsentimentu  - favor ida kompleta tuir informasaun: 
I       of 
            
Iha ne’e konsentimentu atu partisipa hanesan asuntu ida iha leten estudu peskiza. 
Peskiza ne’e programa iha ne’ebe ha’u mak husu atu partisipa ne’ebe esplika tiha 
ona hotu mai ha’u, verbalmente no iha hakerek no asuntu balun  ne’ebe mak ha’u presiza 
informasaun hatan ba ha’u satisfasaun. 
Ha’u komprende katak: informasaun hotu ha’u fó (inklui kestionáriu) se’i trata metin 
konfiansa no dadus se’I rai ketak husi lista ruma mak inklui ha’u nia naran no hela fatin. 
 Rezultadu kombinasaun se’I bele uza ba proposta peskiza no bele sai relatóriu 
iha sientífiku no journal akadémiku. 
 
 Ha’u  livre atu retira ha’u nia konsentimentu iha kualker tempu durante estudu 
ne’e iha ne’ebe ha’u nia eventu partisipasaun iha estudu peskiza sei hapara 
kedan no informasaun / dadus ne’ebe hetan husi ne’e sei la uza. 
  
 Ha’u komprende esesaun ida ne’e karik ha’u retira antes kombinasaun 
informasaun- ne’e labele sai identifika  ida-idak. – nune’e husi pontu ne’e la 
posibilidade atu retira ha’u nia informasaun/ dadus, maske ha’u sei bele retira 
ha’u nia konsentimentu ba partisipa. 
 Ha’u komprende katak entrevista bele mos audio grava no ha’u fó ha’u nia 
konsentimentu ba ne’e. Los  lae 
 Ha’u hakarak atu simu relatóriu final hakerek nian 
 
Asinatura           Loron: 
       Haʼu hakarak atu simu relatóriu finál eskrita  Ha’u  
email mak ne’e:______________________________________________ 
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8.6 Appendix Six: Final Ethics Report 
 
 
Please indicate the type of 
report 
 Annual Report (Omit 3b & 5b) 
X  Final Report   
Project No: 
 
A16-613 
Project Name: 
 
Exploring community attitudes, 
understanding and aspirations for care during 
pregnancy and childbirth in Timor-Leste 
Principal Researcher: 
 
Fomerly Associate Professor Penny Cash-now Dr 
Linda Jones 
Other Researchers: 
 
Rosemary King 
Dr Phil Warelow Assoc Supervisor 
Date of Original Approval: 
 
8/12/2016- 1/03/2019 
School / Section: 
 
Nursing and Healthcare professions 
Phone: 
 
0353279871 
Email: r.king@federation.edu.au 
 
Please note: For HDR candidates, this Ethics annual report is a separate 
requirement, in addition to your HDR Candidature annual report, which is 
submitted mid-year to research.degrees@federation.edu.au. 
 
 
1) Please indicate the current status of the project: 
 
 
1a) Yet to start 
 
1b) Continuing 
 
1c) Data collection completed 
 
1d) Abandoned / Withdrawn: 
 
 
 
X 
 
 
1e) If the approval was subject to certain conditions, have 
these conditions been met? (If not, please give details in the 
comments box below )  
  
Yes 
 
  
No 
 
Comments:  
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1f) Data Analysis  Not yet 
commenced 
 Proceeding x   
Completed 
  None 
 
1g) Have ethical problems been encountered in any of the 
following areas: 
Study Design 
 
Recruitment of Subjects 
 
Finance 
 
Facilities, Equipment 
 
(If yes, please give details in the comments box below) 
 
 
  Yes 
 
  Yes 
  Yes 
  Yes 
 
x   No 
 
x   No 
x   No 
x   No 
Comments:  
  
 
 
2a) Have amendments been made to the originally approved project? 
 
x  No  Yes  
2b) If yes, was HREC approval granted for these changes?  
 
 Yes  Provide detail:N/A 
 Yes     Application for Amendment to an Existing Project 
 Yes     Change of Personnel 
 Yes     Extension Request 
 No   If you have made changes, but not had HREC approval, 
provide detail as to why this has not yet occurred: 
 
  
2c) Do you need to submit any amendments now? 
 
X  No 
 
 
 
 Yes     Application for Amendment to an Existing Project 
 Yes     Change of Personnel 
 Yes     Extension Request 
* NB: If ‘Yes’, download & submit the appropriate request to the 
HREC for approval: 
Please note: Extensions will not be granted retrospectively. 
Apply well prior to the project end date, to ensure continuity of HRE 
approval. 
 
 
3a) Please indicate where you are storing the data collected during the course of this 
project: (Australian code for the Responsible conduct of Research Ch 2.2.2, 2.5 – 2.7) 
 
In a password orotected comouter and a locked drawer in mv home office 
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3b) Final Reports: Advise when & how stored data will be destroyed 
(Australian code for the Responsible conduct of Research Ch 2.1.1) 
 
Data will be deleted or destroyed after 7 years 
 
 
 
4) Have there been any events that might have had an adverse effect on the research 
participants OR unforeseen events that might affect continued ethical acceptability of the project? 
 
 
x  No 
 Yes   * NB: If ‘yes’, please provide details in the comments box below: 
Comments: 
 
 
 
5a) Please provide a short summary of results of the project so far (no attachments 
please): 
 
 
I am anticipating submission of the final thesis January/February 2019 
 
 
5b) Final Reports: Provide details about how the aims of the project, as stated in the application for 
approval, were achieved (or not achieved). 
(Australian code for the Responsible conduct of Research 4.4.1) 
 
 
Data has been collected, analysed and written up in a scholarly process as part of PhD 
candidature 
 
 
 
6)  Publications: Provide details of research dissemination outcomes for the 
previous year resulting from this project: eg: Community seminars; Conference 
attendance; Government reports and/or research publications  
 
No publications as yet 
Conference presentation: 
Timor-Leste Studies Association May 30th, 2018 
15th World Congress on Public Health April 15th, 2017 
Report presented to the Timor-Leste Ministry of Health, September 22nd, 2018 
 
 
7) The HREC welcomes any feedback on: 
 Difficulties experienced with carrying out the research project;  or  
 Appropriate suggestions which might lead to improvements in ethical clearance and monitoring 
of research. 
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